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Tells How to Observe and Evaluate the 
Clinical Signs and Symptoms of Fluid Imbalance 


Explains Steps Necessary to Correct or Treat 


Deviations of Water and Electrolyte 


Bland’s 


Metabolism 


New (2nd) Edition! 


Disturbances of Body Fluids 


Here is a working volume of recognition, diagnosis 
and treatment of those water balance disorders that 
can often go unnoticed and untreated in medical 
and surgical patients. 

Dr. Bland has been remarkably meticulous in this 
New (2nd) Edition to bring you only up-to-date, 
specific and clinically-slanted information—per- 
tinent to every phase of medical practice. If your 
interest is general medicine, surgery, pediatrics, 
geriatrics or neurology, you'll find unusually vital 
material. For example, the data on Metabolic 
Consequences of Head Injury can be found no- 
where else. 

In all those cases where fluid imbalance is a 
problem, symptoms of such imbalance are care- 
fully pointed out. Corrective measures are then 
fully explained, but as the author indicates—the 
problem of therapy is not always one of returning 
the serum electrolyte concentration to “normal.” 
Often this is unnecessary or even harmful. Such 
pitfalls are always indicated. 

The bugaboo of nomenclature, often a stumbling 
block, has been simpilhed to an amazing degree. 
A handy glossary eliminates any remaining checks 
on easy communication of ideas. 


109 illustrations clarify concepts that are often 
difficult to explain in words. 


As a Clinical Physiology correlating water and 


CONTENTS 
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Basic Physiologic Considerations of Body Water, 
Electrolyte and Hydrogen Ion Control 
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Edema: Bedside Observations 

Water and Electrolyte Metabolism in Pediatric 
Patients in Health and Disease; in Congestive 
Failure of the Circulation; in Acute and Chronic 
Adrenal Cortical Insufficiency 

Body Water and Electrolyte Deviations in Dis- 
eases of the Liver 

Water, Electrolyte and Hydrogen Ion Alterations 
in Pulmonary Diseases 

Surgical Metabolism 

Metabolic Changes Peculiar to the Aged; Diagnosis 
and Treatment 

Metabolic Aspects of Renal Disease 

Heat Effects on Body Water and Electrolyte 


Water, Electrolyte and Hydrogen Ion Abnormali- 
ties in Diabetes Mellitus 

Metabolic Effects of ACTH, Cortisone, Hydro 
cortisone, DOCA, Aldosterone, Prednisolone 

Metabolic Consequences of Head Injury and Cet 
tral Nervous System Disease 

Behavior of Body Water and Electrolyte in Shock, 
Burns and Other Exposures to Stress 


Normal and Abnormal Potassium and Magnesium 
Metabolism 


electrolyte metabolism with total metabolic con- By Joun H. Biaxp, M.D., Associate Professor of Medicins 
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PRINCIPLES AND SAFEGUARDS IN ABDOMINAL SURGERY 
OF THE 


AGED 


Richard K. Gilchrist, M.D. 


and 


Frederic A. de Peyster, M.D., Chicago 


From December, 1945, to March, 1955, 189 patients 
70 years of age or older underwent major abdominal sur- 
gery performed on our surgical service of the Presbyterian 
Hospital, Chicago. Thirty-four of these aged patients 
had two or more major abdominal operations. Of these 
189 patients, an analysis of the intraperitoneal opera- 
tions performed revealed that 31 patients had 32 stom- 
ach duodenum operations, 41 had 45 biliary system op- 
erations, 8 had surgery on the small intestine, and 109 
had 138 operations on the colon or rectum. The age 
distribution of this group shows that 112 patients were in 
the group 70-75 years, 49 in the group 76-80, 19 in the 
group 81-85, 6 in the group 86-90, and 3 in the group 
over 90. In the same period, 124 minor operations on the 
digestive system were done in this age group with- 
out mortality. In many instances, general anesthesia was 
used. These minor cases are not included in this study. 
A review of the problems presented by these patients 
has emphasized that neither age, sex, nor coexisting 
chronic cardiovascular, pulmonary, or renal disease sig- 
nificantly altered the mortality rate. Although we are 
using more subcostal block procaine (Novocain) hydro- 
chloride anesthesia in these cases because we feel that 
it permits surgery of a greater magnitude with more 
safety, neither the anesthetic agent nor the mode of ad- 
ministration appeared to significantly affect the mortality 
rate. 

Surgery of the Stomach and Duodenum 


Thirty-one patients had disease involving the stomach 
and duodenum. Of these, 14 patients had peptic ulcer 
with massive hemorrhage (one died) or without hemor- 
thage (one died), 9 had gastric malignant disease (one 
died), 2 had duodenal obstruction (pancreatic tumor), 2 
had duodenal diverticulitis with obstruction or perfora- 
tion (One died), one had gastric polyp, one with gastritis 
and chronic hemorrhage died, one had gastrojejunal 
ulcer with hemorrhage, and one had traumatic perfora- 
ion of stomach. Two-thirds of these patients were men. 


¢ Experience with 189 patients aged 70 years or 
older undergoing major abdominal surgery is ana- 
lyzed as to factors affecting the prognosis and 
safeguards to be recommended. 

The largest group consisted of 109 patients 
operated on for diseases of the colon and rectum, 
and the operation most frequently required in this 
group was intestinal resection. The commonest 
cause for emergency surgery in aged patients was 
massive gastrointestinal hemorrhage necessitating 
gastric resection. In the 21 patients who died, the 
most frequent cause of death was pulmonary em- 
bolism and the second most frequent was chronic 
infection. Elderly patients did not tolerate chronic 
infections, and emergency operations carried a much 
higher risk than did elective surgery, but in general 

’ neither age nor sex, nor coexisting chronic cardio- 
vascular, pulmonary, or renal disease, significantly 
altered the mortality rate. 

On the basis of this experience, a list of seven 
safeguards is stated that have materially reduced 
the mortality and morbidity rates in the aged 
patient. 





Thirty-two operations were performed (table 1). Ten 
patients, or one-third of this entire group, had emergency 
surgery. Eight gastric resections were performed for 
massive hemorrhage, with one death from recurrent 
hemorrhage (table 2, case 13). None of these patients 
received less than 5 pt. (2,365.9 cc.) of blood prior to 
operation, while one received 9 pt. (4,258.5 cc.) in less 
than eight hours. The remaining two emergency opera- 
tions were performed for perforation, with one death 
from peritonitis (table 2, case 11). Extensive blood loss 
is not well tolerated by the aged. We are convinced that 
early exploration in this age group should be performed 
in patients who (1) continue to bleed after being trans- 
fused to normal levels; (2) continue to bleed, making it 
difficult to maintain normal blood levels by transfusion, 
or (3) have a second episode of massive hemorrhage. 





From 
Some 


Department of Surgery, Presbyterian Hospital, affiliated with the University of Illinois. 
these patients were operated on by Dr. Vernon C. David. 
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Twenty-two nonemergency operations were per- 
formed, with three deaths. Two patients died following 
total gastric resection, splenectomy, and partial pancrea- 
tectomy for cancer (table 2, cases 3 and 5). The third 


TABLE 1.—Surgery of Stomach and Duodenum 


Nonemer- Emer- Total 


gency gency Cases 
BUDtOCH] WASEIOCIOMST.....00.cccccccccdecocces 11 s 19 
ET eT PETE POP EET 7 ] 8 
Total gastrectomy (spleen and pancreas).. 2 2 
Gastrotomy, polypectomy................... ] 1 
MI, oo oh. d:0d cs cbcs s etude Aes teeaban ees 1 1 
Closure gastric perforation................. rs 1 1 
foi da age AREORTS Havre okeadeeer eens 22 (3)* 10 (2)* 82 (5)* 
PM, Us. onth utbaccdetiancdes eclbbocs cues 13.6 20 15.6 


* Figures in parentheses indicate number of deaths. 


died of leukemia 11 days after resection for multiple 
gastric erosions (table 3, case 21). From our experience 
we have found that (1) gastrectomy for massive hemor- 





Case Age, 


No. ae. Surgical Indications Associated Complications 
1 74 Obstruction due to cancer Obesity and thrombophle- 
bitis in calf veins 
2 78 ees ry BOR ll hw ft hee eecbecoccccos 
noma of rectum 
3 75 PORGCreCees GOCE UCTS ll kh cel cecccsccccecs ° 
4 78 Adenocarcinoma of the Rheumatie heart disease 
rectum with mitral insufficiency 
i) 74 Gastrie cancer with exten- Obesity and old myocardial 
sion to pancreas infaret 
6 g0 Biliary obstruction Acute hepatitis 
7 82 Adenocarcinoma of the Preoperative pleural effusion 
sigmoid and ascites unexplained 
. M4 Rectal cancer Obesity 
a) 87 Peritonitis due to perfo- Obesity 
rated cholecystitis 
10 79 Massive hemorrhage from Obesity and old myocardial 
eanecer of the cecum infarct 
11 82 Peritonitis due to perfo- Subsequent obstructive jaun- 
rated duodenal divertic- dice and pancreatitis 
ulum 
12 75 Gangrenous colon due to Anuria and fluid and elec- 
volvulus trolyte imbalance 
13 73 Massive gastric hemorrhage Severe bronchiectasis, 3 pre- 
vious cerebral vascular 
accidents, and grand mal 
attack day of surgery 
14 81 Biliary obstruction Adenocarcinoma of the 
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rhage is the most common emergency operation in aged 
patients and (2) emergency gastric resection for hemor. 
rhage was well tolerated (mortality 12.5% ) compared to 
nonemergency gastric surgery (mortality 13.6%); how- 
ever, the mortality rate of the general population (ql 
age groups) who had emergency gastrectomy for hemor- 
rhage was less than 3%. 


Surgery of the Biliary Tract 


Of 41 patients with diseases involving the biliary tract, 
18 had chronic cholecystitis plus stones; 14 had common 
duct block with tumor (one died), stone, or stricture: 2 
had gangrenous cholecystitis (one died); 3 had acute 
cholecystitis; 2 had empyema or hepatitis (one died): 
and 2 had biliary tract cancer. The majority of these pa- 
tients were women. The results of 45 operations in this 
group of aged patients are shown in table 4. Five patients 
with cholecystitis and evidence of peritonitis had emer- 
gency operations, with one death. Two patients had 


TABLE 2.—Deaths Following Intraperitoneal Surgery of the Aged 





pancreas 


Post 
operative 
Day of 
Operation Cause of Death Death 
Cecostomy and _ hemicolee- Pulmonary embolism 18 + 
tomy 
Anterior resection with colos- Peritonitis 6+ 
tomy 
Total gastrectomy and par- Pneumonia 4+ 
tial pancreatectomy and 
splenectomy 
Hartmann * Chronic pelvie infection 15+ 
and myocardial failure 
Total gastrectomy and par- Pulmonary embolus St 
tial pancreatectomy and 
splenectomy 
Common duct exploration Biliary nephrosis 9+ 
Obstruction resection Myocardial failure . 
Hartmann * resection Chronie pelvie infection 12+ 
and aspiration pneu- 
monia 
Cholecystectomy Pulmonary embolus 13 + 
Hermicolectomy Pulmonary embolus 12 + 
Abscess drained with gastro- Peritonitis 2% 
enterostomy and common 
duct drained 
Hemicolectomy Hemorrhage from mul- 13 ¢ 


tiple gastric ulcers and 

bilateral adrenal infarcts 
Gastric hemorrhage from 4 

undetected ulcer proxi- 

mal to resection 


Gastrie resection 


Choleeystectomy and jeju- Bronchopneumonia 16 ¢ 


nostomy 





* Abdominal excision of the rectum with closure of rectal stump. 
t+ Postmortem examination obtained. 


TABLE 3,—Deaths Following Urgent Surgery in Patients with Insoluble Disease 





Post- 
operative 
(Case Age, Day ol! 
No. PF. Surgical Indication Insoluble Pathology Operation Cause of Death Death 
15 79 Complete intestine obstrue- Recent coronary (5 days) and Colostomy (local anes- Myocardial infaret 3 br.* 
tion (4 days) rectal cancer with metastases thesia) 
16 70 Perforated sigmoid cancer Carcinomatosis with peritonitis Colostomy Carcinomatosis and 
peritonitis 
17 75 Obstructive diverticulitis Extensive primary hepatoma Obstruction resection Hepatoma 9° 
18 92 Complete obstruction vol- Gastrie cancer with peritoneal Exploration Lobar pneumonia 
vulus of cecum metastasis 
19 72 Complete intestine obstrue- Cyanosis, cause unknown Exploration (local anes- Undetermined et 
tion (10 days) thesia) 
20 72 Complete obstruction rectal Hypertension and fatal cerebral Colostomy Cerebral hemorrhage 
cancer hemorrhage during surgery 
21 73 Chronie gastric hemorrhage Advanced leukemia Gastrectomy Leukemia 


from advanced leukemia 





* Postmortem examination obtained. 
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acute severe cholecystitis, two had cholecystitis with 
sangrene, and one had peritonitis from gallbladder per- 
foration—an 87-year-old patient who died of pulmonary 
embolism (table 2, case 9). The gallbladder was only 
drained. In the other emergency operations, chole- 
cystectomy was performed. Forty nonemergency opera- 
tions were performed, with two deaths. Jaundice was 
present in 17, or 40% , of these aged patients, two-thirds 
of whom had stones as the obstructing agent. Chole- 
cystectomy for chronic cholecystitis with stones was per- 
formed in all instances except in one poor-risk patient 


TABLE 4.—Surgery of the Biliary Tract 


Nonemer- Emer- Total 
geney gency Cases 
CholecystectOMyY .ccccccccccsccvceccvcscccscs 19 4 23 
Cholecystectomy (common duct explora- 

Hom) ..0.0046.000sb060s08ews sd 9000erese05000504 9 9 
Common duct exploration only............ 7 7 
CholeeystojejunOstOMyY ........--.e eee ee eees 3 
Common duct repair (end to end)......... 1 Pe l 
CholecyStOStOMY ..ccccccccccccccccccccsevess 1 1 9 

NE onc vances 6veebbeneeebsne od 4eeensens 40 (2)*") 5 (1)* 45 (3)* 
Ne: ee rT 5 20 6.7 


Figures in parentheses indicate number of deaths. 


with an immense hydrops where the stones were removed 
and the gallbladder was drained. Resection was later 
carried out. Three transduodenal explorations with 
sphincterotomy were performed without mortality. Two 
patients who were deeply jaundiced died from advanced 
obstructing cancer and hepatitis respectively. From our 
study it was found that (1) nonemergency biliary tract 
surgery was well tolerated in contrast to emergency sur- 
gery and (2) because of the high incidence of complica- 
tions caused by stones in the aged, cholecystectomy for 
silent stones would seem justified. 


Surgery of the Small Intestine 


Of eight patients operated on for diseases of the small 
intestine without death, three patients with incarceration 
and hernia had a nonemergency herniorrhaphy, two with 
gallstone ileus had a nonemergency removal of the stone, 
two with obstruction (secondary tumor) had a nonemer- 
gency resection, and one with strangulation had an 
emergency resection. All had varying degrees of in- 
testine obstruction. One patient with a gangrenous in- 
testine had an emergency resection with primary anas- 
tomosis. Hernia caused obstruction in half of these pa- 
tients. From our experience, surgery of the small 
intestine carries little hazard, providing early exploration 
is performed. 


Surgery of the Colon and Rectum 


Of 109 patients operated on for diseases of the colon 
and rectum, 89 patients had surgery for primary ma- 
lignant disease (8 died), 7 for benign polyps (intra-ab- 
dominal, with ene death), 5 for diverticulitis (one death), 
3 for obstruction (extrinsic tumor), 2 for appendicitis, 2 
for volvulus (both died), and one for ulcerative colitis. 
The patients were about equally divided between the 
male and female sexes. Twenty-nine had two or more 
Major Operations. The operations and results are shown 
In table 5, 
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Of 10 patients who had emergency surgery, 9 had 
peritonitis. in seven patients the colon had perforated 
The cause was found to be diverticulitis in three pa- 
tients, while the other four perforations were due to 
cancer, appendicitis, strangulated volvulus, and trauma 
during colostomy irrigation. Two patients, with evidence 
of peritonitis without perforation, had suppurative ap- 
pendicitis and volvulus of the cecum. The 10th emer- 
gency operation was a hemicolectomy for massive hemor- 
rhage from cancer of the cecum. 

Ninety-nine patients had 128 nonemergency opera- 
tions performed. Twenty-three in this group presented 
insoluble disease on admission, such as carcinomatosis 
with obstruction or late generalized peritonitis. They 
presented virtually hopeless problems for which no de- 
finitive surgery could be done. Five of these patients died, 
all from their insoluble disease or its effect. Of the re- 
maining 76 patients, for many of whom we felt a “cure” 
by definitive surgery was possible, 5 died (mortality 
6.6% ). Twenty-two abdominoperineal resections were 
done without mortality. An equal number of hemi- 
colectomies were performed, with one death from pul- 
monary embolism. Fifteen of the 44 patients who had a 
hemicolectomy or an abdominoperineal resection had 
two or more organs removed. Our experience with this 
group of aged patients shows that (1) combined abdom- 
inoperineal resections and nonemergency hemicolec- 
tomies were well tolerated by the aged (mortality 2.3% ); 
(2) emergency surgery for peritonitis or hemorrhage of 
the colon carried a 30% mortality; and (3) chronic in- 
fections are not well tolerated by aged patients. Because 
there is a moderate risk of infection in abdominal ex- 
cision of the rectum for carcinoma with the Hartmann 
operation (two deaths in this series, as shown in table 2, 
cases 4 and 8), we have abandoned this procedure in 
favor of the Miles abdominoperineal resection, which 
takes no more time and provides wide open drainage of a 
potentially infected field. 


TaBL_eE 5.—Colon and Rectal Sureery 


Nonemer- Emer Total 
gency gency Cases 
Intestine resection......... , f 
Exploration and or colostomy 
Hemicolectomy ..... 24 l 
Abdominoperineal resection 
Colostomy closure... lt 
Colotomy for polyp.. 7 
lleocolostomy or colocolostomy 
Appendectomy 
J ee — : , 128 (10)* 10 (3) 
ET rr _—P 7.8 30 14 


* Figures in parentheses indicate number of deaths 


Complications and Mortality 


Significant coexisting degenerative disease was present 
in about 30% of the patients on admission. Arterioscle- 
rotic and hypertensive heart disease and chronic 
emphysema were most commonly encountered. Com- 
plicating disease present on admission, excepting recent 
(within three months) myocardial infarction,’ did not 
appear to affect significantly the mortality. 
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Twenty-one patients of the 189 in this series died in 
the hospital after operation in from three hours to 77 


days, a mortality of 11.1% (tables 2 and 3). Four who. 


died survived 25 days or more following surgery. There 
were seven deaths in the 26 patients in this series who 
presented insoluble disease on admission and for whom 
no definitive surgery could be done (table 3). These pa- 
tients will be excluded from further consideration. Of 
the remaining 163 patients who did not present hopeless 
problems on admission and in whom we believed there 
was some chance of surgical cure, 14 died (mortality 
8.6%). Four patients died of pulmonary embolism, 
three from peritonitis, two from pneumonia, two from 
hemorrhage, and one each from renal failure, cardiac 
failure, and causes undetermined (table 2). A review of 
these deaths revealed that the commonest cause was 
pulmonary embolism, four cases, or 30%, in contrast to 
the 70% incidence quoted as occurring in the aged.* We 
believe that prolonged or extensive surgery with relative 


tetas Plt ee A Levine tube is inserted 
MET esa ae Ye through stomach, duodenum, 
and uppermost part of jeju- 
num and passed through ont 
_body wall via. a stab wound. 


Holes cut in intragastric 
part of Levine 
tube. giz 









‘ 
ceperotory Jeyunum 
mecision 


Double purse-string sutures 
secure tube in place. 
‘ 





eA. 
Stomach is sutured to 
peritoneum with catgut. 





Technique of gastrostomy. The multilumened tube is placed in the 
stomach without making any effort to pass it through to the jejunum. 
(Reprinted from Gilchrist.*) 


hypotension may predispose to thromboembolism in the 
aged. The admission systolic blood pressure in three 
patients who died of pulmonary embolism was 120 mm. 
Hg or lower. In the fourth, systolic pressure was 150 
mm. Hg. No patient with hypertension died of pul- 
monary embolism. Although one patient with a systolic 
pressure of 130 mm. Hg survived two postoperative pul- 
monary infarcts, no correlation between systolic pressure 
and thromboembolism was observed in the others who 
survived. Chronic infection was the second most com- 
mon cause of death. We believe in operations that pro- 
vide wide open drainage in infected or potentially in- 
fected fields. The risk of postoperative lung complica- 
tions is still great. We are convinced that postoperative 
intestinal decompression by gastrostomy in lieu of the 
nasal Levin tube has lessened the load on the heart, re- 
duced the number of pulmonary complications, and pro- 
vided considerable comfort for our patients (see figure).* 
The Stamm-type gastrostomy is a simple and safe pro- 
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cedure and requires but a few minutes more operatin 
time. We have encountered no serious complications ; 
more than 200 patients in whom this procedure Was 
done. Gavage feeding through the gastrostomy hy 
proved simple and effective in patients who do no 
choose or are not able to take nourishment orally, 


Comment 


Emergency gastric resection for massive gastrojp. 


_ testinal hemorrhage is the commonest cause for emer. 


gency surgery in aged patients. We are convinced thy 
aged patients with massive hemorrhage that does not stop 
within 24 hours should be operated upon. The mo. 
tality rate of emergency biliary tract surgery was fiye 
times greater than nonemergency biliary surgery. The 
high incidence of gallbladder complications due to stone 
indicated that cholecystectomy for “silent stones” would 
seem justified, even in the aged. The mortality of emer. 
gency surgery of the colon and rectum was three times 
greater than nonemergency surgery. Elective combined 
abdominoperineal resections and hemicolectomies were 
well tolerated. Chronic infections of the pelvis or the 
abdominal wall when present are laid wide open early. 
The Hartmann operation (abdominal excision of the 
rectum for carcinoma) has been abandoned because of 
the high risk of infection. 


In addition to antibiotics, early ambulation, and usual 
precautions of fluid and electrolyte administration, we 
feel the following safeguards have reduced the mortality 
and morbidity rate in the aged patient: (1) use of comple- 
mentary local subcostal block anesthesia with peritoneal 
infiltration under direct vision on opening and closing 
the abdomen; (2) maintenance of normal blood volume 
by small daily transfusions (250 ml.), particularly where 
chronic infection is present or where prolonged paren- 
teral nutrition is required; (3) institution of prophylactic 
anticoagulant therapy begun on the second or third pos- 
operative day in patients with a previous history 0! 
thromboembolism or in those hypotensive patients sub- 
jected to extensive or prolonged surgery; (4) maintenance 
of constant infusion of glucose or electrolyte solution 
(250 to 300 ml. per hour) during operation to combai 
hemoconcentration, care being taken to avoid excess 
fluid and electrolyte loading during the first two or three 
postoperative days; (5) prevention of cardiorespirator 
and patient fatigue by the liberal use of oxygen with or 
without such detergents as Alevaire (mucolytic aeros0) 
and such bronchial dilators as isoproterenol (Isuprel) hy- 
drochloride; (6) postoperative decompression of the 
alimentary tract by gastrostomy; and (7) insertion of an 
indwelling urinary catheter and establishment of an ac- 
curately recorded electrolyte and fluid balance chart 
totalized and balanced every eight hours. 


59 E. Madison St. (3) (Dr. de Peyster). 
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A POST-MYOCARDIAL-INFARCTION SYNDROME 


PRELIMINARY REPORT OF A COMPLICATION RESEMBLING IDIOPATHIC, RECURRENT, 
BENIGN PERICARDITIS 


William Dressler, M.D., New York 


In the past few years a febrile complication of recent 
myocardial infarction was observed in 10 patients ad- 
mitted to the Maimonides Hospital. The condition does 
not seem to fit any of the usual complications of myo- 
cardial infarction listed in the textbooks. The outstand- 
ing clinical features are prolonged or recurrent fever 
and pain of the pleuropericardial type with a striking 
tendency to recurrences. The complication resembles 
idiopathic pericarditis and the postcommissurotomy 
syndrome, which are known to include, beside pericar- 
ditis, pleurisy and pneumonitis.’ 

The conditioning is puzzling and, for lack of known 
etiology, is often attributed to extension of a myocardial 
infarction. It may prolong the febrile course by several 
weeks or even months. All this adds greatly to the anxiety 
of the patient who has suffered a “coronary attack.” It is 
therefore desirable that those called upon to treat pa- 
tients with myocardial infarction be familiar with the 
syndrome, which so far has proved to be of benign char- 
acter. 

Report of Cases 


Cask 1—A 47-year-old man was admitted on Feb. 5, 1951, 
two days after he had suffered an attack of vise-like pressure 
across the chest. The electrocardiogram on the day of admission 
showed changes of QRS and T waves indicative of recent antero- 
septal wall infarction. The rectal temperature rose up to 103 F 
(39.4 C) between the second and fourth day of the illness. Then 
it dropped gradually, reaching a low of 99.8 F (37.7 C) on the 
10th day. A period of five days followed with daily peaks of 
temperature ranging from 99.6 to 100.2 F (37.5 to 37.9 C). 
In the first two weeks a pericardial friction rub was audible. 
On the 16th day the temperature rose again to 102 F (38.9 C) 
and the patient complained of pain in the left side of the chest 
aggravated by cough. A viral infection was considered as a 
possibility. On the 20th day the temperature fell to 99.4 F 
(37.4 C), and during the following three weeks it was usually 
less than 100 F (37.8 C) with an occasional rise to 100.2 F 
(37.9 C). The patient seemed to make satisfactory progress. 

On the 36th day a high-pitched systolic squeak “like a sea 
gull’s cry” was heard close to the sternum in the fourth left 
intercostal space. It remained audible for eight days and was 
interpreted by some observers as a pericardial friction rub. Sinus 
tachycardia of 110 per minute was noted. Percussion indicated 
an increase in the area of cardiac dulness, and pericardial effusion 
was suspected. There was tenderness to palpation in the epi- 
gastric region. Roentgenologic study of the chest on March 12, 
1951 (fig. 1A) indicated “enlargement of the cardiac silhouette.” 
A follow-up study showed striking diminution in the size of the 
cardiac shadow (fig. 1B). There was rapid improvement, and 
the patient was discharged on the 56th day of illness. 

Anticoagulant therapy was withheld initially because a history 
of peptic ulcer was obtained. However, on the 21st day of 
illness, when an extension of the myocardial infarction or 
development of a pulmonary infarction were considered as 
Possible complications, administration of bishydroxycoumarin 
(Dicumarol) was started. The electrocardiogram, however, did 
nol indicate additional myocardial damage, nor was there roent- 
genologic or clinical evidence of pulmonary infarction. The 
While blood cell count was 17,600 per cubic millimeter on the 
third day of illness. It became normal after a week and showed 
no rise during the further course. The sedimentation rate was 





¢ Myocardial infarction was followed in 10 in- 
stances by a febrile complication resembling idio- 
pathic pericarditis with pleuritis and or pneumo- 
nitis. A pericardial friction rub was heard in eight 
cases. Roentgenologic evidence of pericardial effu- 
sion was found in two cases. Pleural effusion oc- 
curred in seven. 

Associated with the signs of pericarditis was a 
peculiar temperature curve that showed protracted 
periods of low-grade fever between high peaks of 
fever and flare-ups of pain. Leukocytosis, occasion- 
ally giving counts as high as 35,000 cells per cubic 
millimeter, was present in 7 of the 10 cases. 

Frequent relapses prolonged the febrile course to 
weeks or months, but in all cases the outcome was 
favcrable. 





normal in the first week and increased to 36 mm. in an hour in 
the third week, when the second bout of fever occurred. A 
culture of blood taken on the fourth day of illness was sterile. 

Summary.—Following an acute myocardial infarction a peri- 
cardial friction rub was heard for two weeks. The initial period 
of fever lasted for nine days. In the following five days the 
temperature was close to 100 F (37.8 C). On the 16th day of 
illness another bout of fever developed and there was chest 
pain aggravated by cough. On the 36th day increased cardiac 
dulness and roentgenologic signs indicated pericardial effusion, 
which disappeared within a period of two weeks. The illness 
lasted for 56 days. 

Case 2.—A 51-year-old man suffered an attack of chest pain 
in September, 1953. The electrocardiogram indicated an antero- 
septal wall infarction. There was a satisfactory recovery, and 
the patient returned to work. In March, 1954, he began to 
suffer pain again across the lower chest and epigastrium, radi- 
ating to both arms. The severest attack of pain occurred on 
March 23, 1954. The electrocardiogram revealed development 
of significant Q waves in leads 2, 3, and aVr. Following that 
attack, fever was present for several days. In the first week of 
April the patient felt improved. However, on April 8, 1954, he 
complained of a new kind of pain located in the left side of the 
chest and neck and in the left shoulder. The pain was aggravated 
by deep inspiration and change in posture. Low-grade fever 
developed, and the patient was admitted to the Maimonides 
Hospital on April 9, 1954. Electrocardiograms taken on the day 
of admission and six days later showed, in addition to signs of 
anteroseptal and posterior wall infarctions, elevation of the S-1 
segments in all standard extremity leads compatible with peri- 
carditis, which was suspected clinically. There were no sig- 
nificant physical findings other than a broad, heaving apical 
thrust, which was explained by a history of hypertension. 

In the first five hospital days pain gradually diminished, while 
the temperature did not exceed 100.4 F (38.0 C) (fig. 2). On 
the sixth hospital day chest pain aggravated by breathing shifted 
to the right side and the temperature rose to 102 F (38.9 C). 
The second bout of fever lasted for five days. A pericardial 
friction rub was heard on the eighth hospital day. Then the 
pain moved to the left shoulder, and it was only slightly relieved 
by acetylsalicylic acid and acetophenetidin (Phenacetin). Be- 
tween the 11th and 21st hospital days the temperature was 
usually at 100 F (37.8 C) and occasionally it reached normal 
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range. The patient was scheduled for discharge when, on the 
22nd day, severe pain developed again in the chest, left shoulder, 
and neck. Simultaneously, fever developed and lasted for a 
week. After administration of aminopyrine (Pyramidon) the 
temperature dropped and the pain was strikingly relieved. The 
patient was discharged on May 14, 1954, the 33rd hospital day. 
From April 9 to 25 he was treated with bishydroxycoumarin, the 
prothrombin time never rising above 32 seconds. No hemorrhage 
was observed. 





iA 


Fig. 1 (case 1).—A, March 12, 1951. Enlarged cardiac silhouette. 
B, March 28, 1951. Size of cardiac shadow is distinctly diminished. 


Leukocytosis was absent. The hemoglobin level was 13.9 gm. 
per 100 cc. on admission and 11.4 gm. at the time of discharge. 
The sedimentation rate was normal in the first hospital week 
and rose to 35 mm. in an hour during the second bout of fever 
and chest pain. It remained elevated throughout the stay in 
the hospital. Roentgenologic study of the chest was not per- 
formed until four weeks after admission. It revealed “enlarge- 
ment of the heart” and possibly small interlobar pleural effusion. 

Two days after discharge mild pain in the left side of the 
neck and low-grade fever recurred. On May 19, 1954, severe 
pain in the epigastrium developed which was aggravated by 
deep inspiration and relieved by lying on the right side. On 
May 20, the temperature rose to 101.6 F (38.7 C) (fig. 2) and the 
pain shifted to the neck, left shoulder, and arm. The patient 
was again hospitalized on May 24, 1954. Dulness to percussion 
over the left pulmonary base suggested pleural effusion. There 
was no swelling of the legs nor tenderness of the calves, nor 
was there any expectoration of bloody sputum. Fever (tempera- 
ture up to 102 F [38.9 C]) lasted for eight days. A period of 
two weeks followed during which only occasional “twinges of 
pain” were felt and the temperature was slightly above 100 F 
(37.8 C). On June 9, 1954, the patient complained of sharp 
pain in the right shoulder and arm and the temperature rose 
to 100.8 F (38.2 C). This attack was short. 
Pain and fever diminished, and the patient 
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and roentgenologic signs. Bacteriological and serologic studies 
revealed no cause of the recurrent pericarditis and pleuritis. 
There was no evidence of peripheral phlebothrombosis or hemor- 
rhagic sputum. The first episode of pericarditis anteceded the 
beginning of anticlotting treatment. 


Case 3.—A 57-year-old woman was admitted to the Maimon- 
ides Hospital on Jan. 11, 1954, because of shortness of breath 
and swelling of the ankles. She was known to have had diabetes 
and hypertension for several years. At no time did she complain 
of characteristic anginal distress. Shortness of breath developed 
suddenly six weeks prior to admission, and swelling of the ankles 
was noticed. For a single day the patient experienced severe 
pain in the left shoulder. Roentgen study of the chest revealed 
pleural effusion about three weeks prior to admission. On ad- 
mission the temperature was 103 F (39.4 C). There were signs 
of failure of the left and right sides of the heart. Marked 
pleural effusion was present at the left side. Three pleural 
paracenteses were performed during the first two hospital weeks. 
They yielded from 500 to 1,100 cc. of greenish-yellow fluid with 
a specific gravity of 1.014 and a protein content of 2.3 gm. per 
100 cc. The fluid clotted readily and contained 2,000 cells per 
cubic millimeter, almost all being polymorphonuclear, with a 
few lymphocytes and epithelial cells. 

On the fourth hospital day the patient complained of pain in 
the chest, aggravated by deep breathing, and a pericardial fric- 
tion rub was heard. Pain and friction rub persisted for several 
weeks. Myocardial infarction was suspected, but the electro- 
cardiographic changes were inconclusive and were thought com- 
patible with left ventricular hypertrophy and pericarditis. Mild 
anemia was present on admission. At times the hemoglobin 
values dropped to 7 gm., necessitating transfusion of blood. 
Leukocytosis was observed repeatedly, the highest values being 
15,000 cells per cubic millimeter. There was also neutrophilia. 
The sedimentation rate was markedly increased. 

Roentgenologic study revealed “enlargement of the cardiac 
silhouette,” which, after 10 days, appeared to be distinctly 
diminished. A similar increase in the size of the cardiac shadow 
with following reduction was observed at a later flare-up, which 
occurred seven weeks after admission. The cause of the febrile 
condition was not elicited. A single blood culture yielded Strepto- 
coccus viridans, while many subsequent cultures remained 
sterile. Likewise, cultures of the pleural aspiration fluid yielded 
no growth. A tuberculin skin test in a concentration of 1:1,000 
was negative. Repeated examinations of sputum and gastric 
washings for acid-fast bacilli gave no positive results. No L.E. 
cells were found in the blood. 

Irregular fever, the temperature at times rising above 104 F 
(40 C), persisted for five weeks. Large doses of antibiotics were 
ineffective. An abrupt fall of the temperature to normal was 
produced by acetylsalicylic acid and was maintained by the use 
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was discharged on June 19, 1954. 

The sedimentation rate was high through- 3 
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Several electrocardiograms furnished no 
evidence of extension of the myocardial 
‘ lesion. Roentgen examination of the chest 
indicated distinct widening of the transverse 
diameter of the heart silhouette to the right 
and left, and the costophrenic angle was 
“blunted by pleural reaction.” 


Summary.—A recent myocardial infarc- 
tion was followed after two weeks by the 
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Fig. 2. (case 2).—Following acute myocardial infarction, six bouts of fever occurred during a period 
of 10 weeks, each associated with a flare-up of pain in the chest, shoulders, arms, neck, and 
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* aminopyrine. The general condition improved, but congestive 
lure persisted. Initially, anticlotting treatment was employed 
en myocardial infarction was considered a possibility. It was 

discontinued after one day, when Streptococcus viridans was 

cultured from the blood. The patient was discharged on the 
s(th hospital day. Treatment of congestive heart failure was 
ontinued in the cardiac clinic during the following year. On 

Feb. 4, 1955, dyspnea increased suddenly, and the patient died 

four days later. There was no complaint of anginal distress. 


Postmortem examination revealed diffuse atherosclerosis and 
marked narrowing of the coronary arteries. The left circumflex 
coronary branch was occluded by a recent thrombus. A recent 
myocardial infarction occupied large portions of the postero- 
lateral wall of the left ventricle. Old myocardial infarctions 
were found in the anteroseptal and posterior areas. There was 
chronic adhesive pericarditis and right-sided adhesive pleurisy. 
Pleural effusion was found at the left side. The lungs as well 
as other organs showed passive congestion. Neither pulmonary 
embolism nor evidence of recent or old pulmonary infarction 
was detected. There was no sign of healed bacterial endocarditis. 

Summary.—A 57-year-old diabetic and hypertensive patient 
suddenly developed dyspnea and signs of failure of the right side 
of the heart. Anginal pain was absent. When the patient was 
admitted, six weeks after onset of the complaints, high fever, 
evidence of pleural effusion, and pericarditis were present. 
Fever lasted five weeks and was abruptly terminated by acetyl- 
salicylic acid therapy. No cause of the febrile condition was 
discovered, and idiopathic pericarditis was diagnosed. Congestive 
heart failure persisted. The patient died one year later. Post- 
mortem examination revealed an extensive recent and two old 
myocardial infarctions, adhesive pleuritis, and pericarditis. No 
cause of the latter conditions was determined. (This case was 
reported previously 1 under the heading of idiopathic pericarditis, 
before postmortem examination was available.) 


Comment 


In 10 patients who had suffered a recent myocardial 
infarction, a complication was observed that consisted 
of one or a combination of the following conditions: peri- 
carditis, pleurisy, and pneumonitis. Significant clinical 
features were protracted or recurrent fever, pain of the 
pleuropericardial type, and a tendency to relapses. 

Pericarditis —Pericarditis is usually considered as a 
sign rather than as a complication of myocardial infarc- 
tion. A pericardial reaction is known to occur when in- 
farction extends to the epicardial surface.” Localized 
fibrinous pericarditis has been observed in postmortem 
studies of recent myocardial infarctions in 25 to 32% 
of the cases.* Clinical manifestations are present much 
oftener with generalized than with localized pericarditis.* 
Among 156 autopsied cases of recent myocardial in- 
farction reported by various authors, diffuse pericarditis 
was found in 15.3% .** Pericarditis with clinically recog- 
nizable effusions, however, is considered to be extremely 
rare.’ Levine * observed pericardial effusion only once 
among 145 cases of recent myocardial infarction, and 
this case was discovered only at postmortem examina- 
tion. Instances of pericarditis with effusion accompany- 
ing myocardial infarction are considered to be rare 
enough to justify reports of single cases.° 

According to Levine,” a pericardial friction rub is the 
sole manifestation of pericarditis which accompanies 
myocardial infarction. It becomes audible in most in- 
stances between the second and fourth day of the illness 
ind disappears after a day or two.” Occasionally, how- 
‘ver, it may not appear until the Sth or 10th day and 
may persist for one or two weeks.” Formerly, peri- 
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cardial friction rub as sign of pericarditis “epistenscar- 
dica” represented the most important evidence of recent 
myocardial infarction, but with increasing knowledge of 
other clinical and laboratory features of coronary throm- 
bosis this sign was reduced to minor significance. In the 
cases of the present series, however, pericarditis figures 
as a major complication, which may profoundly alte: 
the clinical course and, indeed, overshadow the basic 
condition. The incidence of pericardial friction rub was 
strikingly high in our series. It was heard in 8 out of 10 
cases, while in uncomplicated instances of myocardial in- 
farction a friction rub was reported to occur in about 
13.8 to 29%.* In five patients it was present for one week, 
10 days, and 14 days respectively. The interval between 
the onset of the disease and appearance of the friction 
rub could not be determined in all of our cases because 
of lack of an adequate history. In six patients it appeared 
between the 3rd and 8th day of illness; in one case it was 
first heard 24 days after onset of the disease. Recurrence 
of the friction rub several weeks after its first appearance 
was observed in two patients. In five cases the friction 
rub coincided with electrocardiographic signs suggestive 
of pericarditis. Roentgenologic evidence of pericardial 
effusion was obtained in four patients. In three cases x-ray 
study of the chest indicated “enlargement of the heart,” 
but no follow-up study was made to decide whether there 
was genuine increase in the size of the heart or peri- 
cardial effusion. 

Pleurisy.—Pleurisy is not a complication of myocar- 
dial infarction.** In a study of postmortem cases of myo- 
cardial infarction, Bean *” frequently observed pleural 
effusion, which he attributed to congestive heart failure 
In seven cases of our series there was roentgenologic 
evidence of pleural effusion, which was left-sided in four 
and bilateral in three instances. Only one of these cases 
showed gross signs of congestive heart failure. In three 
patients pleural effusion was copious enough to require 
paracentesis. The aspiration fluid was straw-colored in 
two cases and grossly hemorrhagic in one patient. In the 
latter instance the possibility that anticoagulant therapy 
may have been a contributing factor should be taken into 
consideration. On the other hand, the occurrence of 
hemorrhagic pleurisy has been reported in cases of idio- 
pathic pericarditis.” In none of our cases were we able 
to associate pleural effusion with the presence of pul- 
monary infarction. Pulmonary involvement was con- 
spicuous in half of our cases. It was signified by basal 
rales and cough in the absence of congestive heart failure. 
In two of these cases areas of pulmonary infiltration 
were revealed by roentgenologic examination. 

Fever.—The onset of the complication, usually 
marked by rise in temperature, is ill-defined when the 
febrile state of myocardial infarction merges with that 
of the complicating syndrome. In six of our cases a pro- 
longed initial febrile period gave the first clue as to the 
presence of the complicating condition. In two patients 
the onset of the complication was well marked by a sec- 
ond rise of temperature, which occurred on the 9th and 
15th day of illness respectively. In a single case an in- 
terval of eight weeks elapsed between the initial coronary 
attack and the onset of the febrile complication. 
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Bouts of fever rarely lasted longer than a week, and 
temperature ranged from 101 to 102 F (38.3 to 38.9C), 
with occasional peaks to 104 F (40.0 C). Between the 
acute episodes the temperature was rarely normal for 
any length of time; in most instances it remained close to 
or slightly above 100 F (37.8C). 


Pain.—Beside fever, pain of pleuropericardial char- 
acter or, less often, of the anginal type is the most con- 
sistent symptom of the complication. It is felt in the pre- 
cordial area, across the chest or in the lower lateral por- 
tions of the chest, in the shoulders, in the jaws, in the 
arms, or in the upper abdominal region. It is described 
as Cutting, stabbing, or squeezing and is very often char- 
acteristically influenced by breathing or change of pos- 
ture. In exceptional cases pain is absent throughout the 
course of the complication. Sometimes it may not appear 
until two or three febrile episodes have passed. As a rule, 
however, pain and rise in temperature occur simultane- 
ously or in rapid sequence. 

Laboratory Features.—Leukocytosis, occasionally 
with as high as 35,000 cells per cubic millimeter, was 
present in 7 of the 10 cases. There was polymorphonu- 
cleosis usually associated with a shift to the left. The sedi- 
mentation rate was high in all patients. Moderate anemia 
and hypoproteinemia were observed, especially in cases 
with a protracted course. The antistreptolysin titer was 
tested in two patients; it was 333 units in one and less 
than 100 units in the other. Cultures of blood and pleural 
aspiration fluid were invariably negative. Search for acid- 
fast bacilli, L.E. cells, cold agglutinins, hetrophile anti- 
bodies, and agglutinins for typhoid and brucella infec- 
tion was unsuccessful. Tuberculin skin tests in high con- 
centration proved negative. The electrocardiogram 
showed, besides changes of ORS and T waves indicative 
of myocardial infarction, signs suggestive of pericarditis 
in half of the cases. X-ray evidence of pericardial effusion 
was present in four patients, of pleural effusion in three, 
and of pulmonary infiltration in two instances. 

Recurrences and Duration.—The complication has a 
great tendency to recur. It is this factor which greatly 
prolongs the course of the disease. From two to six 
febrile episodes were observed in the cases of our series, 
the total duration ranging from 10 days to as many weeks. 
More recent experience with cases not included in this 
series seems to indicate that flare-ups of fever or pain may 
continue over periods of from six to nine months. 


Etiology.—The etiology of the syndrome is unknown. 
It is unlikely that we are dealing with the common reac- 
tion of the pericardium to extensive myocardial infarction 
in an exaggerated form. The occasional predominance 
of pleuritis, the combination of pericarditis, pleurisy, and 
pneumonitis, and, above all, the tendency to recurrences 
suggest that this represents a particular reaction to necro- 
sis of the myocardium. It has been mentioned before that 
attempts at culturing bacterial agents from blood and 
pleural aspiration fluid failed; nor were we able to prove 
the presence of infection by serologic tests. Various anti- 
biotic drugs were ineffective. In this as in many other 
respects the condition resembles idiopathic recurrent 
pericarditis and the postcommissurotomy syndrome. A 
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chance coincidence of idiopathic pericarditis and myo- 
cardial infarction is unlikely, because the incidence of 
the syndrome associated with myocardial infarction was 
higher than that of idiopathic pericarditis alone as ob- 
served in the Maimonides Hospital during the same pe- 
riod of time. No relationship of the complication of myo- 
cardial infarction to preceding upper respiratory infec- 
tions could be established. 

I found three case reports in the literature that fit the 
pattern of the patients herein described.'® Of great in- 
terest is a case reported by Faure and Cazeilles.*™ A 46- 
year-old man suffered an attack of severe chest pain, 
following which electrocardiographic changes of ORS 
and T waves pointed to posterior wall infarction. A peri- 
cardial friction rub was audible for 11 days, and the ini- 
tial period of fever lasted 13 days. Four weeks after onset 
of the disease, fever and chest pain recurred with roent- 
genologic evidence of pleural and pericardial effusion. 
A month later, when the condition seemed improved, 
a third milder attack followed. The authors termed the 
condition idiopathic recurrent pericarditis and raised the 
question as to whether myocardial infarction might pro- 
vide the ground for a virus infection supposed to be the 
cause of idiopathic pericarditis. Yet, the virus etiology of 
idiopathic pericarditis has never been established." One 
might speculate whether the lesion of myocardial infarc- 
tion acts in a way similar to that of trauma or surgery in 
rheumatic patients, possibly by release of autogenous 
antigens which cause a hypersensitivity reaction in dis- 
posed persons.?” 

Anticoagulant therapy may in rare instances cause 
hemorrhage of the pericardium and thus simulate the 
features of pericarditis.1* This factor could be excluded 
in at least four of our patients, who developed the syn- 
drome when anticoagulant drugs were withheld or prior 
to institution of this therapy. Pleural tap was performed 
in three patients; it yielded hemorrhagic fluid in only 
one case, and in the other two the fluid was of serous 
character. 

Diagnosis.—The complication here described should 
be suspected when, after acute myocardial infarction, 
fever does not return to normal at the end of the first 
week and no other cause can be established or when a 
rise in temperature occurs after the initial febrile period, 
accompanied by pain of the pleuropericardial type. 
Other confirmatory signs are pericardial friction rub, 
especially when it is of unusually long duration; electro- 
cardiographic and roentgenologic evidence of pericardi- 
tis; signs of pleural or pulmonary involvement; and a 
tendency to recurrences. As in the postcommissurotomy 
syndrome, there is often a striking discrepancy between 
severe chest pain with high fever and a scarcity of objec- 
tive findings associated with a generally favorable im- 
pression. 


It should be mentioned that the manifestations of the 
complication can be readily misinterpreted or misscd 
altogether. Evidence of fibrinous pericarditis may °¢ 
taken for an ordinary feature of myocardial infarctic”. 
Pericardial effusion is not readily recognized, becau- 
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vith recent myocardial infarction are not usually 
subjected to x-ray study; if they are, a moderate amount 
of effusion is interpreted as “enlargement of the heart” 
unless serial studies reveal rapid shrinking of the cardiac 
<jlhouette. When precordial pain is present radiating 
to the arms, extension of myocardial infarction is diag- 
nosed even though the electrocardiogram fails to support 
this diagnosis. If the pain is of a pleuritic nature or 
pleural effusion is the dominant feature, pulmonary in- 
farction is a common diagnosis. Arguments against this 
diagnosis are consistent absence of hemorrhagic sputum 
and signs of peripheral phlebothrombosis and lack of 
x-ray evidence of pulmonary infarction. Furthermore, 
frequent association with pericarditis and the peculiar 
temperature curve which often shows protracted periods 
of low-grade fever between high peaks of temperature 
associated with flare-ups of pain also speak against the 
diagnosis of pulmonary infarction. The facts mentioned 
may explain why the complication of myocardial infarc- 
tion here described has remained unrecognized hitherto. 

Incidence, Prognosis, and Treatment.—The complica- 
tion is neither common nor extremely rare. The last 
eight patients of our group were admitted to the Mai- 
monides Hospital within a period of 13 months. Exact 
figures as to incidence will probably not be available until 
knowledge of the complication has become more wide- 
spread. The complication is annoying because of the 
prolonged febrile course and the repeated flare-ups of 
pain. It has a depressing effect on the patient who has 
just gone through the harassing experience of a “coronary 
attack.” However, the outcome has been favorabjg in 
all cases. Cortisone is the therapy of choice in this syn- 
drome. Various antibiotic drugs were tried without 
success. In an exceptional case protracted high fever 
ceased precipitously in response to acetylsalicylic acid. 
In two patients aminopyrine seemed to exert a favorable 
effect. Anticoagulant therapy, which is often instituted 
or resumed when the syndrome is erroneously diagnosed 
as extension of myocardial infarction or pulmonary in- 
farction, is dangerous and is contraindicated. 


pale! l 


Summary 


A complication of recent myocardial infarction was 
observed in 10 patients, 8 of whom were admitted to the 
Maimonides Hospital within a period of 13 months. The 
complication consists of one or a combination of these 
conditions: pericarditis, pleurisy, and pneumonitis. Pro- 
longed or recurrent fever and pain of the pleuroperi- 
cardial type are striking features. A pericardial friction 
rub occurs more frequently and is often of longer dura- 
tion than in ordinary cases of myocardial infarction. 
There may be roentgenologic evidence of pleural or 
pericardial effusion. Cough, rales, and x-ray signs of 
pulmonary infiltration indicate involvement of the lungs. 
In some instances pleuritis with effusion dominates the 
clinical picture, but distinct evidence of pulmonary in- 
farction is lacking. Leukocytosis and increase of the 
sedimentation rate are present in most instances. There 
IS often a striking discrepancy between severe chest pain 
with fever and a scarcity of objective findings. 
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In this condition relapses frequently occur, thus pro- 
longing the febrile course of myocardial infarction by 
several weeks and even months. The outcome, however, 
has been favorable in all instances. Use of cortisone ter- 
minates fever and pain and shortens the course. The 
complication resembles idiopathic pericarditis and the 
postcommissurotomy syndrome. As in these conditions, 
the etiology is unknown. The complication is baffling and 
is often mistaken for extension of myocardial infarction 
or pulmonary infarction. 


Addendum 


I have observed 10 more cases of the post-myocardial- 
infarction syndrome since June, 1955. In half of them 
serial x-ray studies suggested pericardial efiusion. In one 
patient who suffered repeated flare-ups of fever and 
pleuropericardial pain a pericardial friction rub was 
heard for the first time in the 10th week of illness. In the 
11th week pericardial paracentesis produced a straw- 
colored fluid that had the character of an exudate. The 
patient is at present in 17th week of illness. Five patients 
were treated with prednisone (Meticorten), with excel- 
lent results. I received four communications on similar 
observations made in the United States and abroad. One 
patient, a physician in Israel, suffered six attacks of pleu- 
ropericarditis within seven months after myocardial in- 
farction. 

1150 Fifth Ave. (28). 
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EPIDEMIOLOGICAL APPROACH TO THE ETIOLOGY OF CANCER 
OF THE LARYNX 


Ernest L. Wynder, M.D., Irwin J. Bross, Ph.D. 


and 


Emerson Day, M.D., New York 


Preventive measures have long been the desired goal 
of medical research, and these have been well established 
for infectious diseases. It is our belief that they may be 
of similar value for cancer. Through epidemiological 
techniques, with the historic as well as the prospective 
approach, it has been repeatedly shown that the greater 
the exposure to certain specific environmental factors, 
the greater the risk of developing certain types of cancer. 
Though these factors may not be the only agents respon- 
sible for the induction of these cancers, in their absence 
the cancer incidence is greatly reduced. It is along these 
lines that research in cancer has its most practical sig- 
nificance. Epidemiological research has played a sig- 
nificant role in defining the cause, mechanism, and pre- 
vention of many infectious diseases. The principles of 
epidemiology must be directed with similar force to 
chronic diseases. It is our goal, in collaboration with in- 
vestigators in other countries, to search for environmen- 
tal factors in the development of different types of can- 
cers. The present report is a summation of our studies 
on the role of environmental factors in cancer of the 
larynx. 

In epidemiological studies of cancer, incidence and 
frequency rates of a given cancer type serve as important 
clues for possible environmental factors. Variables found 
to be related to these cancers must at least in part be able 
to account for the variances in incidence pattern of the 
particular site. The following data are of significance in 
this respect: 1. Cancer of the larynx occurs more com- 
monly in males, being about 10 times more frequent than 
in females. 2. There has been an average increase of 
about 75% in the incidence of laryngeal cancer, as stud- 
ied in 10 American cities from 1937 to 1947.? British 
data show no increase in laryngeal cancer mortality over 
the past three decades.* Cancer death rates among males, 
standardized for age on the 1940 U. S. population, show 
an increase in laryngeal cancer death rates from 2.7 in 
1930 to 3.4 in 1948, a 29% increase.* According to 
the Connecticut registry, incidence rates, standardized 
on the 1950 population for the state of Connecticut for 
laryngeal cancer in males, for the period 1935-1940, 
were 4.1 and for the period 1947-1951, 5.3, an increase 
of 29%. During the same time the five-year survival of 
laryngeal cancer patients increased from 24.5% to 
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¢ Data on 209 cases of laryngeal cancer in the 
United States, 138 cases in India, and additiono| 
cases in Sweden showed that this condition was but 
rarely seen among men who were nonsmokers or 
light smokers. Heavy consumption of whiskey in- 
creased the risk for intrinsic and particularly ex. 
trinsic laryngeal cancer, but no increased risk was 
found for those consuming beer or wine predomi- 
nantly. 

In India extrinsic laryngeal cancer was found to 
be related to both bidi smoking and betel nut chew. 
ing. The Swedish data on extrinsic cancer of the 
larynx in women showed a relation to dietary 
deficiencies, which could not be demonstrated for 
American data. No relation to voice strain, syphilis, 
tuberculosis, occupation, or family history was 
found. 





37.3% .° 3. The increase in mortality from laryngeal car- 
cer in the United States is not as steep as that from pul- 
monary cancer, which, during the period of 1930 t 
1948, increased by 404%.* 4. Cancer of the larynx in 
men occurs more commonly in urban areas, on the basis 
of British experience. This applies to both the so-called 
intrinsic and extrinsic types of cancer.* 5. Among 
women, intrinsic cancer of the larynx occurs more com- 
monly in urban areas, but extrinsic cancer of the laryn\ 
occurs more commonly in rural areas, on the basis oi 
British experience.* 6. In women, extrinsic cancer 0! 
the larynx is relatively more common than is intrinsic 
cancer of the larynx. 7. Twelve per cent of the male 
cancer admissions at the Tata Memorial Hospital a! 
Bombay, India, had cancer of the larynx.° 8. There 's 
a comparatively high rate of extrinsic cancer of the 
larynx among women in northern Sweden, the rate being 
equal to the rate in men.’ 

A number of factors have been suspected of playing 
a role in the development of cancer of the larynx and 0! 
accounting for the incidence pattern of laryngeal cance’ 
These are (1) tobacco, (2) alcohol, (3) nutritional de- 
ficiency, (4) voice strain, (5) poor dental hygiene, (6) 
tuberculosis, (7) syphilis, (8) radiation to neck, (9) 
nasal obstruction, and (10) industrial exposure (metal 
dust, wood dust, isopropyl oil). With the exception ol 
tobacco data,® the data are not based upon statistically 
significant results. The data on smoking in these studies 
show as close a correlation to cancer of the larynx as has 
been demonstrated for pulmonary cancer. Ahlbom. 
Waldenstrém,’® and more recently Jacobsson ‘ have 
written extensively on the possible relationship of sidet- 
openic dysphagia (Plummer-Vinson syndrome) and e%- 
trinsic cancer of the larynx in women. Sanghvi and c0- 
workers present evidence that extrinsic cancer 0! the 
larynx in India is associated with both bidi smoking and 
betel nut chewing.*' The bidi consists of 0.25 to 0.5 £™ 
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of tobacco, rolled into a dried leaf of temburni (Dio- 
spyros melanoxylon). At times, other leaves are used. 
The bidi varies in length from 5 to 8 cm. (about 2 to 3 
in.). The betel nut is the fruit of the areca or betel palm 
(Areca catechu). The betel leaf is the leaf of the betel 
vine (Piper betle). Betel nuts may be chewed alone or 
together with the betel leaves and various ingredients, 
which all together are called pan. These elements in- 
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Fig. 1—Percentage distribution of patients, by average amount of 
tobacco smoked per day. Cigars, equal to five cigarettes, and pipe 
smoking, equal to two and a half cigarettes, are included in ‘“‘cigarettes 


r day.” 


clude slaked stone and shell lime; catechu; and spices, 
such as cardamon, cloves, and aniseed, as well as tobacco 
in the form of dried leaves. Catechu is an extract of the 
wood from two species of acacia.'' It has been the 
purpose of our investigation to examine all of these fac- 
tors as far as possible by clinical and statistical means. 
Only through the study of all factors can it be determined 
which one is of primary, secondary, or of no significance. 


Methodology 


The present study represents a cooperative interna- 
tional effort between the Sloan-Kettering Institute, the 
Radiumhemmet Institute, and the Tata Memorial Hos- 
pital. In all instances the same questionnaire was used. 
The questionnaire covered not only the factors previ- 
ously considered to be related to cancer of the larynx 
but also details on medical, surgical, social, and family 
histories. The interviewers were college graduates spe- 
cifically trained for interviewing, who had, whenever 
possible, no prior knowledge of the diagnosis given the 
patient to be interrogated. 

All patients of the head and neck and thoracic services 
of Memorial Center for Cancer and Allied Diseases were 
interviewed on hospital or clinic admission. A similar 
approach was used in our foreign studies. The laryngeal 
cancer patients were matched for age, hospital status, 
religion, sex, and education against the control patients. 
The purpose of the matching was to minimize the 
role of the background factors, since in this study we 
were primarily interested in specific etiological factors. 
The control group consisted of patients with cancer of 
the head and neck region other than epidermoid carci- 
noma of the oral cavity, benign lesions of the head and 
neck, diseases of the thoracic region other than the lung, 
carcinoma of the esophagus, and a few lymphoma and 
colonic cancer cases. In addition to patients with cancer 
of the larynx and the control group, we interviewed pa- 
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tients with pulmonary cancer for comparison with the 
laryngeal cancer group, to determine possible similarities 
and differences between these two types of cancers. The 
completed interviews were edited for completeness and 
then coded for punching on IBM cards. 


Results 


The analysis of the American data is based upon study 
of 209 white males with cancer of the larynx. These 
patients have been compared with 209 matched controls 
and 132 male patients with epidermoid and related types 
of carcinoma of the lung. The latter were not matched, 
but they were of similar distribution as far as background 
data are concerned as the laryngeal group. All of the 
laryngeal cancer patients had histologically proved epi- 
dermoid carcinoma. One hundred seven of these persens 
were classed as having intrinsic cancer of the larynx 
We classified intrinsic cancers of the larynx as those that 
arose either on the vocal cord, the ventricle, or the in- 
ferior surface of the epiglottis. Ninety-eight of these cases 
occurred on the vocal cord; four arose from the ventricle; 
and five from the inferior surface of the epiglottis 
Ninety-three of these patients belonged to the group with 
extrinsic cancer of the larynx. In nine cases we could not 
determine whether the cancers were of the extrinsic or 
intrinsic type. Among the group with extrinsic cancer 
of the larynx, 38% of cancers arose from the superior 
surface of the epiglottis, 7.5 from the aryepiglottic 
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Fig. 2.—Percentage distribution of patients, by type of tobacco pre- 
dominantly smoked. 


fold, 4% from the arytenoid cartilage, and 17% from 
the pyriform sinus; in 33% of the cases, the specific site 
of origin could not be determined, although the cancers 
were considered definitely to be of the extrinsic type. 

Tobacco Data.—The data on the amount of tobacco 
smoked by the laryngeal cancer group are shown in figure 
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1. The cases. of intrinsic and extrinsic cancer of the 
larynx have been combined, since no differences were 
found between these two groups as far as the amount 
smoked is concerned. These data show significant dif- 
ferences between the laryngeal and control group, not 
only for the nonsmokers but also for the smoking cate- 
gories. In 209 patients with cancer of the larynx, there 
was one nonsmoker as compared to 22 nonsmokers 
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Fig. 3.—Percentage distribution of patients, by amount of average daily 
alcohol consumption, One unit = 1 oz. of whiskey, 8 oz. of beer, or 4 oz. 
of wine. 


among the matched controls. On the other hand, these 
data show no differences in the amount of tobacco con- 
sumed in patients with cancer of the larynx and patients 
with cancer of the lung. 

There were significantly more cigar and pipe smokers 
among laryngeal cancer patients than among pulmonary 
cancer patients. This applied especially to patients with 
extrinsic cancer of the larynx. In the intrinsic cancer 
group alone, the difference from the pulmonary cancer 
group was of borderline statistical significance (fig. 2). 
Miscellaneous data on tobacco consumption showed a 
suggestively high, but not statistically significant, inci- 
dence of tobacco chewing in patients with extrinsic can- 
cer of the larynx (11.8%). This contrasts with 6.5% 
in patients with intrinsic cancer of the larynx, 6.7% in 
controls, and 4.5% in pulmonary cancer patients. All 
patients with laryngeal cancer who chewed were also 
smokers. 

In data on length to which cigarettes are smoked and 
how deeply they are inhaled, no differences were appar- 
ent for the data as a whole, but there was a suggestion 
of an effect in the category smoking 1 to 16 cigarettes per 
day; however, there were too few light smokers for statis- 
tical tests to be very sensitive. The results as regards 
cigar and pipe smokers, though based on few cases, 
suggested that inhalation played some role. In the 
control group only 10% of the cigar smokers and 20% 
of the pipe smokers stated that they inhaled, whereas in 
laryngeal and pulmonary cancer patients the number of 
inhalers among cigar and pipe smokers averaged 60%; 
however, there are again too few cases for the differences 
to achieve statistical significance. 

Alcohol Data.—Data on alcohol show significant dif- 
ferences between the laryngeal cancer groups and both 
the control and pulmonary cancer groups (fig. 3). A 
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unit of alcohol was considered to consist of | 07. y 
whiskey, 8 oz. of beer, or 4 oz. of wine. Laryngeal cap. 
cer patients drank significantly more alcohol than pul. 
monary cancer patients or the control group. This ap. 
plied especially to the group with extrinsic cancer of the 
larynx. In the group with intrinsic cancer of the laryn, 
the difference from the comparison group was of border. 
line statistical significance. There was no significant dt 
ference in the type of alcohol consumed between th: 
groups studied (table 1) when amount was not consid. 


ered. Consideration of amounts of alcohol consumed 


however, did show differences as far as relative risks were 
concerned, as can be seen in the material below. 


TABLE 1.—Percentage Distribution of Site of Cancer, by 
Type of Alcohol Consumed 


Larynx 
eS a 
Intrinsic Extrinsic Lung Control 
ee Seen 22.2 28.3 25.2 28.1 
MNES aividdlnosece ce eeeses 9.1 4.3 5.5 85 
ES nee ee 35.4 39.1 46.4 37.7 
Ere ee 33.3 28.2 22.9 25.6 


Relative Risks.—The relative risks employed here can 
be regarded as the simple ratio of the number of cases 
in a category of a cancer series to the number of cases 
in the corresponding category of control series, except 
in figure 6, where the laryngeal series is compared to the 
pulmonary series. The ratio is then multiplied by a 
number, chosen so as to make the ratio unity in the 
“baseline” group. These “adjusted” ratios will be called 
relative risks. In all cases the baseline group is made up 
of patients smoking 16 to 34 cigarettes a day, omitting 
those who drink seven or more units a day of whiskey. 
The two main reasons for the choice of this baseline were 
that (1) the category has the largest number of cases 
in all three series, and (2) it is convenient for the various 
comparisons. 

Figure 4 presents the relative risks. The horizontal 
axis divisions represent the various tobacco categories, 
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Fig. 4.—Estimated relative risks of laiyngeal cancer to control group 
Baseline group (risk equals 1) is made up of those smoking 16-34 “Is 
arettes a day. 








the vertical axis, the relative risks based on the compall- 
son of the combined laryngeal series and the matched 
controls. As this figure is concerned with the relation 
ship to tobacco alone, those drinking seven units or mort 
a day of whiskey do not appear in these figures. The 
figure shows that there is a consistent increase in relative 
risk as the number of cigarettes smoked increases. Fig- 
ure 5 presents the corresponding results in the pul onary 
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cries as compared to the control group. The pic- 


cance! Paiagg O a 

ture is very Similar, the main distinction being the in- 
creased risk for cigar and pipe smokers. Figure 6 com- 
pares tie results in the laryngeal cancer series and the 


pulmonary cancer series. This figure indicates that, 
apart from the cigar and pipe smokers, the relative risks 
in the smoking categories are close to one. This similar- 
itv between the pulmonary and laryngeal series is 
striking. 

Figures 1, 2, 4, 5, and 6 exhibit the relationship of 
cancer to smoking habits. Figure 7 shows graphically its 
relationship to drinking habits. For this purpose, those 
smoking 16 to 34 cigarettes a day are considered sepa- 
rately and the relative risks in the several drinking 
categories are presented. It will be noted that there are 
only minor departures from unity in the categories other 
than the one where seven units or more a day of whiskey 
are imbibed. For those drinking seven units or more a 
day of whiskey, the increase in relative risk is very pro- 
nounced. One caution appears in order. The estimates 
of relative risk have been used for purposes of intercom- 
parison. One should not generalize these estimates too 
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Fig. 5.—Estimated relative risks of pulmonary cancer to control group. 
Baseline group (risk equals 1) is made up of those smoking 16-34 cigarettes 
a day. 


far. In particular, the numerical values do not neces- 
sarily apply to the general population, although the rela- 
tionships probably carry over. 

Tobacco-Alcohol Analysis.—In addition to the calcu- 
lation of relative risks, the data were subjected to 
analysis of variance techniques, which led to the follow- 
ing conclusions: 1. A comparison of those smoking 1-15 
and 35 or more cigarettes per day shows that the heavier 
smokers have a significantly greater risk of developing 
laryngeal cancer as well as pulmonary cancer. As the 
amount of cigarettes smoked increases, the risk also 
increases in a regular manner for both types of cancers. 
2. A comparison of the risks for cigar and pipe smokers 
against the average risk for cigarette smokers shows a 
significantly lower risk for pulmonary cancer and laryn- 
geal cancer of the intrinsic type, but not for laryngeal 
cancer of extrinsic type. The risk of extrinsic cancer of 
the larynx for cigar and pipe smokers is similar to the 
corresponding average risk for cigarette smokers. Hence, 
differences in relative risks for cigar and pipe smokers 
in the pulmonary and laryngeal groups would appear to 
be Primarily, but not solely, attributable to the cases of 
extrinsic cancer of the larynx. 3. There is no evidence 
that the risk for beer and wine drinkers differs signifi- 
cantly from the corresponding risk for patients consum- 
ing less than 1 oz. of whiskey, or the equivalent, per day. 
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This study does not include sufficient wine drinkers to 
allow conclusive analysis for this type of drinking. 4. 
In pulmonary and laryngeal cancer the risks for those 
patients with a daily consumption of one to six units of 
whiskey (predominantly) are about the same as the 
average risks for beer and wine drinkers (predominantly) 
and for those who drink less than one unit of whiskey a 
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Fig. 6.—Estimated relative risks of laryngeal cancer to pulmonary 


cancer group. Baseline group (risk equals 1) is made up of those smoking 
16-34 cigarettes a day. 


day. 5. The risks for those consuming seven or more 
units of alcohol a day are increased in the laryngeal 
cancer group. This increased risk in the laryngeal group 
is somewhat more marked in the extrinsic type of cancer 
than in the intrinsic type but is in evidence in both series. 
In summary, it may be stated that (1) the risk of pul- 
monary cancer increases with the amount of cigarettes 
consumed but has no apparent relationship to alcohol 
consumption; (2) for cancer of the larynx, the risk also 
increases with the amount of cigarettes consumed and 
is further increased for those who drink seven or more 
units of whiskey a day; (3) for cigar and pipe smokers, 
the risk does not appear to be increased by heavy alcohol 
consumption; and (4) for cigar and pipe smokers, the 
risk of developing cancer of the larynx, particularly of 
the extrinsic type, is significantly greater than that for 
pulmonary cancer. 
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Fig. 7.—Estimated relative risks of laryngeal cancer to control group 
in those smoking from 16 to 34 cigarettes a day. Whiskey category 
includes varied types of alcohol. Baseline group (risk equals 1) is made 
up of those drinking other than seven units a day of whiskey. 


Voice Strain.—Patients such as teachers, public 
speakers, singers, and auctioneers, who belonged to oc- 
cupations that might be associated with excessive voice 
use, were considered. Only two patients in the group with 
extrinsic cancer of the larynx, one in the pulmonary 
cancer group, and two in the control group belonged to 
one of these occupational groups. A number of patients 
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claimed that they strained their voices usually when talk- 
ing above the noise of machines. Of the patients with 
intrinsic cancer of the larynx, 8.4% fell into this cate- 
gory; of the patients with extrinsic cancer of the larynx, 
8.6% fell into this category. Among the control group 
there were 4.8% and among the pulmonary group, 
2.3%. The differences between the laryngeal group and 
the control group are not significant. The percentage in 
the laryngeal group is, however, significantly higher than 
in the pulmonary group. The fact that there were no 
differences between the two laryngeal groups as well as 
lack of significant difference between the control and 
laryngeal groups suggests that voice strain cannot be con- 
sidered a significant factor in the development of cancer 
of the larynx. 

Occupations.—No occupational groups were repre- 
sented in significantly higher frequency in the laryngeal 
cancer groups than in the control group. For woodwork- 
ers, the percentages for intrinsic and extrinsic cancers of 
the larynx were 5.6 and 9.7 respectively; for metal work- 
ers, 20.6 and 15.1; for painters, 4.7 and 1.1; and for 
brewers and bartenders, 1.2 and 4.3. The percentage of 
brewers and bartenders is suggestively higher in the 
extrinsic cancer group, but this is not statistically sig- 


PaBLeE 2.—Distribution of Multiple Primary Cancers in Patients 
with Laryngeal and Pulmonary Cancer 


Double 


Primary Area Involved 
Cancers ——_- — — 
No.of ———~——- Lar- Oral Esoph- 

Site Cases No. % Lung ynx Cavity agus Other 
Larynx 209 ?1 10 6 1 10 1 3 
Lung 132 16 12 mm 6 1 Pe 9 
General * 1,078 40° 3.7 
* Figures from Warren and Gates.!2 


nificant. The percentage for bartenders and brewers in 
the control group was 1.4 and the percentage for the pul- 
monary cancer group 2.3. It was observed that the brew- 
ers and bartenders in this study were found to be par- 
ticularly heavy drinkers. 

Previous Diseases.—No significant differences were 
revealed for any of the groups when analyzed for 
syphilis and tuberculosis. The proportion of individuals 
with chronic cough was significantly higher in both the 
laryngeal and pulmonary series than in the control series. 
When the smoking habits are taken into account, a sub- 
stantial part of the difference disappears, but a significant 
difference remains for both the laryngeal and the pul- 
monary groups compared to controls. A history of 
hoarseness is found in 16 patients with intrinsic cancer of 
the larynx. In 13 cases the hoarseness had been present 
for 3 to 4 years prior to present illness and in 3 cases for 
more than 10 years. In three cases there was a confirmed 
history of polyps of the vocal cord, abscess of the vocal 
cord, and pachyderma. This history of hoarseness in the 
group with intrinsic cancer of the larynx (15%) was 
higher than in the group with extrinsic cancer of the 
larynx (7.5% ), the pulmonary cancer group (3.0% ), and 
the control group (3.3%). No differences were noted 
when these patients were analyzed for sinusitis, allergies, 
and pneumonia. No cases suggestive of sideropenic dys- 
phagia were encountered in the males studied. 
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Nutrition.—No significant differences were found be. 
tween any of the groups as far as dietary deficiencie; 
were concerned. The difficulty of obtaining satisfacto, 
data on nutrition by case histories is well realized. ~ 

- Dental Hygiene.—In general, the condition of the 
teeth was better in the control than in the laryngeal can. 
cer group. Good condition of teeth was present jp 
24.6% of the controls but in only 13.6% of the intrinsic 
group, 7.8% of the extrinsic group, and 13.0% of the 
pulmonary group. In contrast, edentulous patients made 
up 39.8% of the intrinsic group, 47.8% of the extrinsic 
group, 46.6% of the pulmonary group, and 32.5% 0 
the control group. The differences remained when dat, 
were standardized for tobacco and alcohol intake. 


Multiple Primary Cancers 


Multiple cancers in patients with cancer of the larynx 
as well as with cancer of the lung are much more com. 
mon than multiple cancers in the general population. Ip 
a review by Warren and Gates, multiple primary can- 
cers are said to occur in 3.7% of cancers.’* Cahan found 
that 6.8% of patients with pulmonary cancer have 
another primary cancer.'* In 209 patients with laryngeal 
cancer in our study, there were 21 double primary can- 
cers (10%) (table 2). Of these 21 cases, 18 involved the 
oral cavity, esophagus, or lung. Six of the cases involved 
the larynx and the lung; one case, extrinsic and intrinsic 
cancer of the larynx; and the remainder of the cases, the 
larynx and the oral cavity. The three cases outside of 
these sites include one case each of leukemia, cancer o! 
the bladder, and cancer of the rectum. Of 16 double 
primary cancers in the pulmonary group, 6 involved the 
larynx; One, the tongue; and 9, sites outside the upper 
alimentary and respiratory tracts. Of the 19 cases of 
double primary cancer of the larynx involving upper ali- 
mentary and respiratory tracts, 11 patients were in the 
heaviest smoking category (61%); this is a significantly 
higher percentage of patients smoking 35 or more ciga- 
rettes a day than seen in the total laryngeal cancer group. 

Cancer of Larynx in Females.—This study included 
only five cases of intrinsic cancer of the larynx in females 
and nine of extrinsic cancer of larynx; this does not 
represent a large enough number of cases to permit 
evaluation. It is of interest, as previously noted, thal 
extrinsic cancer of the larynx is relatively more common 
in women than in men. The five patients with intrinsic 
cancer of the larynx included two smokers and three non- 
smokers. In these five there were no notable dietary de- 
ficiencies and no histories of heavy alcohol consumption 
that could be determined, nor could we establish that 
there were any dietary deficiencies or excessive alcohol 
consumption in the nine patients with extrinsic cancer of 
the larynx. Of the nine patients with extrinsic cancer of 
the larynx, five smoked. There were four patients who 
gave a history of anemia in their youth, and three 0! 
these patients were born in areas where sideropenic 
dysphagia is not unusual, though none of this group gavé 
a history of symptoms or signs compatible with the 
disease. It is of interest to note that in this group there 
were two sisters who developed cancer of the epiglottis 
at the ages of 36 and 39 years. Both smoked more than 


35. 
ede 
dru 


sid 
the 
be 

(1: 
cal 
cal 
be! 
the 
m¢ 
by 


ore 


ch 
th 


co 








nd be. 


iencies 
factory 


Of the 
al Can- 
ent in 
trinsic 
Of the 
Made 
trinsic 
% ol 
1 data 


aryny 
com- 
n. In 
can- 
‘ound 
have 
ngeal 
can- 
d the 
ved 
insic 
. the 
le of 
or ol 
uble 
1 the 
Dper 
Ss ol 
ali- 
the 
ntl) 
iga- 
up. 
ded 
ales 
not 
mit 








Vol. 16°. No. 16 


35 cigarettes a day and used alcohol rarely. One became 


edentulous at 27 and the other at 29, and they were both 
drug addicts. 
Indian Data 


The Indian data show tobacco smoking to be con- 
.iderably heavier in the laryngeal cancer group than in 
the matched comparison group. The analysis could only 
be made in patients with extrinsic cancer of the larynx 
(132), since there were only 6 patients with intrinsic 
cancer of the larynx. Of 132 persons with extrinsic 
cancer of the larynyx, 98.5% either smoked or chewed 
betel nuts, in contrast to 86.4% among the controls. Of 
the population studied, bidi smoking was the most com- 
mon kind of smoking, this form of tobacco being used 
by more than 90% of the smokers. Among the cancer 
group, 13.6% never smoked bidis, in contrast to 30.3% 
among the controls. In the former group, 26.5% never 
chewed, in contrast to 38.6% in the controls. Among 
the cancer group, 12.1% chewed but did not smoke, in 
contrast to 6.7% of the controls. 

The effect of chewing alone is not easily determinable, 
since only a small number of patients with laryngeal can- 
cer did not smoke. There were only 18 nonsmokers in 
the study group. Of these, 16 chewed betel nut quid. 
This is a higher percentage of chewers than may be ex- 
pected from the total number of chewers, so that the data 
suggest that chewing itself is associated with extrinsic 
cancer of the larynx, an association also derived from 
the fact that the total study group chewed more heavily 
than the controls. There were not a sufficient number of 
chewers who were nonsmokers, however, to determine 
whether tobacco is a necessary ingredient for the betel 
nut quid (consisting basically of shell lime, catechu, betel 
nuts, and betel leaf) habit to have significance in laryn- 
geal cancer etiology. The data suggest that the per- 
centage of chewers of betel nut with tobacco is somewhat 
greater in those with cancer of the larynx, but further 
data are necessary in this respect. The Indian data 
showed no significant difference in alcohol intake among 
the two groups. The alcohol consumption in both groups 
was very low in about 90% of the patients. No differ- 
ences were seen regarding syphilis and nutritional de- 
ficiencies. We saw no patients with a history of symptoms 
or signs compatible with sideropenic dysphagia. 


Swedish Data 


Swedish data will be presented more fully in a later 
report. Preliminary data, however, suggest that as far 
as Cancer of the larynx in males is concerned, tobacco is 
of similar import as found for the United States. Among 
the male cases there is a considerable number of pipe 
and cigar smokers in the particular group of Swedish 
males studied. Preliminary data on women with ex- 
(rimsic cancer of the larynx, particularly that involving 
the lower hypopharynx, tend to demonstrate that neither 
tobacco nor alcohol is of etiological importance in the 
development of this disease. The majority of cases of 
extrinsic cancer of the larynx seems related to sidero- 
penic dysphagia—a suggestion of such special interest 
that it is to be taken up ina separate report. 
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Interpretations and Implications 


Tobacco and Alcohol Relation.—This study demon- 
strates that smoking is an important factor in the devel- 
opment of cancer of the larynx. This cancer is but rarely 
seen among males who are nonsmokers or light smokers 
The risk in smokers increases in proportion to the 
amount of tobacco smoked. A significant number of 
smokers who are nondrinkers or light drinkers develop 
laryngeal cancer. The same cannot be demonstrated for 
drinkers, because there are very few heavy drinkers who 
are nonsmokers. Thus, it is difficult to decide whethe: 
heavy alcohol intake is an initiator or merely a promoter 
of laryngeal cancer. In general, the evidence supports 
the hypothesis that smoking initiates and alcohol con- 
sumption promotes cancer of the larynx. In support of 
this, we found a consistent relationship between the 
amount smoked and the risk for both types of laryngeal 
cancer, a type of regular increase not noted in the case 
of alcohol consumption. The effect of alcohol seems to 
be primarily related to whiskey consumption, either alone 
or with other forms of alcohol. The study does not in- 
clude a sufficient number of wine drinkers to permit con- 
clusions in respect to its consumption. One can only 
theorize as to why excessive alcohol consumption in- 
creases the risk of developing cancer of the larynx. The 
effect of alcohol either could act directly upon the larynx 
(that is, the extrinsic components thereof) or system- 
ically. 

Nutrition.—The available American data do not point 
to any specific dietary deficiencies in the patients studied. 
Dietary deficiencies, however, are difficult to determine 
on the basis of clinical interrogations alone. It would 
be surprising if people consuming seven units or more 
a day of alcohol, particularly those belonging to the 
low income groups, did not develop some subclinical 
dietary deficiencies. Deficiencies of iron and, perhaps 
also, of vitamin B complex play an apparent role in the 
development of some extrinsic cancers of the larynx, as 
seems probable from our preliminary data on Swedish 
women with this type of cancer. It may be of interest to 
study American patients with extrinsic cancer of the 
larynx who are heavy alcohol consumers by laboratory 
means that may delineate nutritional deficiencies not de- 
terminable through history-taking alone. 

Dental Status.—Lack of teeth and poor oral hygiene 
occurred more commonly in patients with cancer of the 
larynx and lung than in the control group. These results 
were not found to be dependent upon tobacco and al- 
cohol consumption. We do not know the significance of 
this observation; the point merits further investigation. 

Multiple Primary Cancers.—This study has revealed 
a significant number of multiple primary cancers in pa- 
tients with cancer of the larynx. We considered as mul- 
tiple primary cancers only those lesions where patho- 
logical as well as clinical criteria indicated independent 
neoplastic processes. It is striking that of 209 laryngeal 
cancer patients, 6 also had cancer of the lung, whereas 
another 12 had another cancer in a site also expected 
to be related to tobacco. Thus, out of a total of 21 double 
primary cancers in patients with cancer of the larynx, 
18 occurred in sites where a common etiological factor 
had been suggested. 














1390 CANCER OF LARYNX—WYNDER ET AL. 


Miscellaneous.—Voice strain, frequently mentioned 
in texts as a possible cause of cancer of the larynx, could 
not be demonstrated as such. The relatively high num- 
ber of laryngeal cancer patients who present a history 
of voice strain may make this statement as a result of a 
psychological reasoning similar to the one seen in pa- 
tients with mammary cancer who recollect instances of 
trauma. In this respect, it is of interest that patients with 
either extrinsic or intrinsic cancer of the larynx gave the 
same history of voice strain. Certainly, voice strain could 
hardly affect tissues outside the larynx. 

Hoarseness was demonstrated to be more common in 
patients with intrinsic cancer of the larynx. In only one 
of these cases was a polyp present. In another patient 
there was a history of pachyderma. Thirteen patients 
who had no history of polyps were hoarse for at least two 
years, but usually from three to five years, prior to the 
diagnosis of cancer. We do not know what role, if any, 
such conditions, perhaps a result of laryngitis, may play 
in furthering the development of cancer of the vocal 
cords. 

Occupational exposures seem not to be significantly 
related to cancer of the larynx. Of course, dealing with 
so many different occupations, it is difficult to establish 
Statistically significant differences for any given one. 
This does not rule out the possibility that among any 
given occupation the risk of laryngeal cancer might be 
higher if that occupation were studied by itself. It is of 
some interest that brewers and bartenders have a sug- 
gestively higher rate of cancer of the larynx, as previ- 
ously demonstrated by Kennaway.'* Our data showed 
that this group contained an excessive number of heavy 
drinkers, which may account for the apparent high rate 
of laryngeal cancer among brewers, bartenders, and 
waiters. 

Pulmonary Cancer—Laryngeal Cancer Comparison.— 
It is often asked why the incidence of pulmonary cancer 
is increasing so much more rapidly than that of laryngeal 
cancer if both are related to smoking. On the basis of 
present evidence, the following points may be advanced: 
1. The comparison in incidence of laryngeal to pul- 
monary cancer should be based on morbidity rather than 
mortality data. Current over-all survival rates of unse- 
lected pulmonary cancer patients do not exceed 5%; 
that of laryngeal cancer patients approaches 50% .** Any 
improvement in the survival rate of cancer of the larynx 
could counterbalance an actual increase in the disease. 
As demonstrated in the data from the National Cancer 
Institute and the Connecticut registry, there has been, 
in fact, an increase in the laryngeal cancer morbidity in 
' this country. Even if we consider morbidity data, the 
increase for pulmonary cancer, however, is still much 
higher; yet, the difference in increase is less marked if 
we consider such data. 2. The risk of laryngeal cancer 
among cigar and pipe smokers is significantly greater 
than for cancer of the lung. The great shift in tobacco 
consumption has been away from cigar and pipe smok- 
ing and tobacco chewing and toward cigarette smoking. 
Years ago, when cigar and pipe smoking were more 
common than cigarette smoking, laryngeal cancer was 
apparently more common than pulmonary cancer.'® 


J.A.M.A., April 21, 195% 


Thus, the increase in cigarette consumption, with , 
concomitant decrease in cigar and pipe consumption 
would affect the increase of pulmonary cancer more gig. 
nificantly than that of laryngeal cancer. 3. Alcohol cop. 
sumption increases the risk of cancer of the larynx by 
not that of pulmonary cancer. Thus, a variable plays , 
role in one but not in another type of cancer. Any ¢e. 
crease in alcohol consumption (or an improvement jr 
general nutrition) might thus have led to a decrease jy 
risk from laryngeal cancer, which would not affect the 
pulmonary cancer group. 4. Bronchial epithelium may 
be more susceptible to the stimuli of extrinsic carcino. 
genic factors. Also, the area exposed in the lung j 
greater than in the larynx. This may account for the dif. 
ferent levels of risk. 5. The factor of competitive ris 
among heavy cigarette smokers may involve heart dis- 
ease, pulmonary cancer, laryngeal cancer, and possib\) 
other cancer sites. Because of the later average age oj 
death from laryngeal cancer as compared to pulmonar 
cancer, the competitive risk factor may affect laryngeal 
cancer more than pulmonary cancer patients. These 
points may in part account for the differences observed 
in the rates of laryngeal and pulmonary cancer. 

Preventive Measures.—To most countries of the 
Western Hemisphere, carcinoma of the larynx does not 
represent as urgent a problem as pulmonary cancer as 
far as mortality is concerned; however, though it has 
a relatively high survival rate, it is a type of cancer asso- 
ciated with great discomfort. The data presented indi- 
cate that this type of cancer would be significantly less 
common in the absence of tobacco usage and with mod- 
eration in alcohol consumption. Cancer represents a 
disease process affected by many factors, both extrinsic 
and intrinsic. There may be other extrinsic factors that 
may initiate or promote laryngeal cancer, though other 
significant ones so far have not been demonstrated. Un- 
doubtedly, there are important intrinsic factors that 
regulate the development of cancer of the larynx, since 
not everyone who smokes and drinks heavily develops 
such a cancer. It remains to be learned by which mecha- 
nism alcohol affects the development of laryngeal cancer 
and whether the hypothesis that it acts as a promoting 
factor to extrinsic carcinogens is correct. At any rate, 
moderation in alcohol consumption will tend to decrease 
the rate of laryngeal cancer. At the present time, it can- 
not be said how such a reduction would tie in with nu- 
tritional improvements. Certainly, as far as Swedish data 
are concerned, iron supplements tend to decrease the 
incidence of sideropenic dysphagia and may thus de- 
crease the rate of extrinsic cancer of the larynx. 

We agree with those who state that there is no single 
known unfailing cause of cancer—but neither is there 
an unfailing cause of most other diseases. Suffice it to sa) 
that a factor that plays a role in increasing the risk of 4 
disease can be regarded as a causative or contributory 
factor. It is in this light that smoking, and especially 
cigarette smoking, is regarded as a factor in the develop- 
ment of pulmonary and laryngeal cancer. Retrospective 
studies of both pulmonary and laryngeal cancer, added 
to recent prospective studies on pulmonary cancer, 
studies of the pattern of increase in pulmonar) and 
laryngeal cancer, and studies of the sex ratio of p'ients 






hat 


div 
tid! 
nif 
filt 
cre 
an 
rel 
cif 
do 
thi 
thi 
Spi 


cit 


a rane ee 6c 








l, 19% 





with 4 
Nption. 
Te Sie. 
.) | Con. 
NX but 
ays a 
ny de- 
lent ir 
ase in 
Ct the 
n maj 
rcino- 
ung Is 
he dif. 
e€ risk 
rt dis- 
ISsibly 
age ol 
onary 
geal 
These 
erved 


f the 
S Not 
er as 
it has 
asso- 
indi- 
y less 
mod- 
nts a 
rinsic 
; that 
other 
Un- 
that 
since 
=lops 
cha- 
incer 
ting 
rate, 
ease 
can- 
 nu- 
data 
the 
de- 


ngle 
here 
) say 
of a 
tory 
jally 
lop- 
tive 
ded 


cer, 
and 
ents 














Vol. 160 No. 16 


with these Cancers, as well as their world-wide distribu- 
(jon, suggest that the rates of pulmonary and laryngeal 
cancer in American males as present today would be re- 
duced by 80% in the absence of smoking. 

Preventive measures include moderation of smoking 
habits, effective filtration, and modification of tobacco. 
| The definition of moderation must be left to the in- 
dividual. Tables on relative risk indicate the consump- 
tion level where the relative risk begins to increase sig- 
nificantly. 2. It may be supposed that if a given cigarette 
filter removes a certain portion of the tar, this might de- 
crease the risk of such smokers of developing laryngeal 
and pulmonary cancer. At the present time this must 
remain as merely a theoretical possibility since the spe- 
cific carcinogen(s) has not been established, so that we 
do not know whether a given filter does in fact remove 
this specific material. Research must be directed toward 
this end. 3. Research must aim toward identifying the 
specific carcinogen(s) in tobacco smoke. Extrinsic car- 
cinogenesis represents a specific process. Since it has 
been established that condensed cigarette smoke can in- 
duce cancer in the experimental animal,'* this activity 
must be due to a specific substance, or substances, in 
the smoke. Experimental work already under progress 
shows that some of the fractions of tobacco tar will in- 
duce cancer and others will not. 

Thus, there may be a practical solution to the tobacco- 
cancer problem. In view of the fact that lung cancer, as 
well as laryngeal cancer, has been established to be re- 
lated to tobacco consumption, it is important that we 
direct attention and research along these lines. In pre- 
ventive medicine one must not necessarily understand the 
whole process of disease development. It suffices to 
know a link within the chain of development. If the link 
is important in its relation to a majority of cases, the re- 
moval of such a link is significant. In its removal lies 
one of our hopes in the fight against certain cancers. 
Along these lines epidemiological research and preven- 
tive medicine have their foremost goal. 


Summary and Conclusions 


A study of epidemiological factors involving cancer of 
the larynx has been conducted jointly in the United 
States, Sweden, and India. Through this study it has been 
found that the relative risk for laryngeal cancer increases 
in proportion to the amount of tobacco smoked. In this 
respect it parallels pulmonary cancer. Cigar and pipe 
smokers have a greater risk for laryngeal cancer than for 
pulmonary cancer. This risk is greater for extrinsic can- 
cer than for intrinsic cancer of the larynx. Consumption 
of alcohol by smokers (7 oz. or more of whiskey or its 
equivalent per day) increases the risk for both intrinsic 
and extrinsic cancer of the larynx, especially for that 
of the latter. No increase in risk is found for those con- 
suming predominantly beer or wine. The risk of develop- 
ing pulmonary cancer is not affected by alcohol con- 
sumption. In India extrinsic cancer of the larynx is 
related to both bidi smoking and betel nut chewing. In 
Sweden extrinsic cancer of the larynx in women appears 
(0 be associated with dietary deficiencies that lead to 
sideropenic dysphagia (Plummer-Vinson syndrome), 
which predisposes to extrinsic cancer of the larynx. 
Other positive variables include hoarseness in patients 
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with intrinsic cancer of the larynx and poor dental 
hygiene in both laryngeal cancer types. Negative varia- 
bles include voice strain, syphilis, tuberculosis, occupa- 
tions, and family history. The American data revealed no 
nutritional deficiencies as far as could be determined by 
case histories. It is stressed that such a method is not 
likely to indicate subclinical nutritional deficiencies. It is 
suggested that laboratory studies be carried out on pa- 
tients with laryngeal cancer and a history of heavy al- 
cohol consumption. 

Epidemiological data derived under carefully con- 
trolled conditions by an experienced team of clinicians, 
Statisticians, and interviewers may represent the only 
way in which to establish cause and effect relationships 
between an agent and a human cancer. In view of the 
fact that smoking is the single most important extrinsic 
factor in the development of laryngeal cancer and that 
in its absence this cancer but rarely occurs, preventive 
measures must be concentrated in this direction. They 
include moderation of smoking habits, studies to estab- 
lish the possibility of effective filtration, and modification 
of tobacco, leading to possible reduction of carcinogenic 
components. Though epidemiological research may aid 
in identifying the cause and mechanism of certain cancer 
types, its most immediate goal is to suggest preventive 
measures against these cancers. 

444 E. 68th St. (21) (Dr. Wynder). 
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THE TREPONEMA PALLIDUM IMMOBILIZATION TEST, A DIAGNOSTIC 
AID TO THE CLINICIAN 


Lieut. R. K. Ledbetter Jr. (MSC), U. S. N. 


For many years workers in the field of dermatology 
and syphilology have felt that some of the serologic re- 
actions among those individuals who were reactive with 
the standard serologic tests for syphilis were false-posi- 
tive. It was not until Nelson and Mayer * described the 
Treponema pallidum immobilization reaction that this 
hypothesis could be confirmed, and, with the advent of 
the T. pallidum immobilization test, the problem of false- 
positive reactions in standard serologic tests was re- 
solved. For the first time since the beginning of serology 
it was possible to rule out syphilis. We know now that 
the problem was twofold, because there were not only 
false-positive reactions but false-negative reactions. Due 
to the nature of the Navy study, false-negative serologic 
reactions are eliminated by the criteria outlined by the 
bureau of medicine and surgery, Department of the 
Navy. We have had a few such reactions, however, as 
special cases. The main aim of the Navy program, as it is 
now carried on, is to eliminate biological false-positive 
reactions, thus clearing the man’s record of the syphilitic 
stigma.” 

The T. pallidum immobilization test has proved to be 
an invaluable aid to the clinician by, first, distinguishing 
between the true-positive reaction (syphilitic) in standard 
serologic tests and the biological false-positive reaction.* 
This differentiation has been one of the most perplexing 
problems that the clinician has had to face. When in the 
absence of clinical signs or symptoms the clinician has to 
decide whether the positive reaction in standard tests 
is a true or false reaction, the immobilization test fur- 
nishes the answer.* Before the T. pallidum immobiliza- 
tion test came into being, too often the decision was made 
to give treatment on the basis of a positive serology alone, 
with a resultant labeling of the individual as syphilitic; 
or, at the other extreme, the clinician assumed most of 
his patients to have biological false-positive reactions. 
The tragedy of this lack of treatment was that it resulted 
in subsequent late manifestations of neurosyphilis and 
cardiovascular syphilis.° The test has also been an in- 
valuable aid in diagnosis, control, and treatment of the 
disease. Its high specificity and sensitivity makes it an 
ideal verification test for the positive standard serologic 
test, but it probably has its greatest use in the seronegative 
late cases. It is of little value to the clinician as a cri- 
terion for cure.° With a quantitative T. pallidum immo- 
bilization test the effectiveness of cure might be deter- 
mined. Therefore, if after treatment the titer stabilizes, 
it can be assumed that the treatment has been effective; 
if, however, the titer continues to increase, it might be 
assumed that the treatment has been insufficient to effect 
a cure and further treatment is indicated. 





From the U. S. Naval Medical School, National Naval Medical Center, 
Bethesda 14, Md. 


The opinions or assertions contained herein are the private ones of the 
writer and are not to be construed as official or reflecting the views of 
the Navy Department or the naval service at large. 


J.A.M.A.,, April 21, 19% 


¢ The Treponema pallidum immobilization test wo; 
applied to 4,462 serums representing 2,545 patients 
with or without syphilis. The test was found to be 
negative in a number of cases where positive results 
were obtained by one or another of the older sero. 
logic tests. The author believes it to be helpful in 
eliminating false-positive results. He also believes 
it to be helpful in eliminating false-negative results, 





As previously mentioned, some false-negative rez. 
tions in standard serologic tests have been reported 
Miller and Smith,’ Nelson and others,* Moore and Mohr. 
and Vaisman, Hamelin, and Vaisman,'® have reported 
some of these. They were in individuals who had late 
manifestations of the disease with negative serologic re. 
actions, (i. e., individuals with tabes dorsalis, late symp. 
tomatic syphilis, syphilitic aortic insufficiency, and con. 
genital syphilis gave completely negative reactions in 
standard tests and positive reactions in the T. pallidum 


TABLE 1.—Reactions in Standard Serologic Tests and Treponen 
Pallidum Immobilization Test 


Venereal 


Disease 
Research 
Case Labora- Immot 
No. Kahn  Kolmer tory Mazzini Hinton Eagle _ izatio 
1 oa — — _ 
2 — _ + + 
3 _ +> = w-pos 
4 - _ w-pos * = 
) _ _ no + 
6 = _ + T 
7 = - - rs 
s — + + 
9 — + : - 
10 + = op + 
* w-pos indicates weakly positive. 


immobilization test) and those who gave positive reac- 
tions on some standard tests in a battery and negative 
reactions on one or more of the others. To exemplify this 
second group of individuals, the cases in table | are cited 

I, with MacPherson and Martens,'! recently reported 
289 cases in which there were false-positive reactions !n 
standard tests. In only 20.7% of these cases could the 
false reactions be attributed to conditions that had pre- 
viously been reported as causing such false-positive reac- 
tions. The largest number of these were attributable to 
upper respiratory infections and smaller numbers to me 
laria and infectious mononucleosis. Cases of lupus 
erythematosus, herpes zoster, infectious hepatitis, scarlet 
fever, pemphigus, rheumatic fever, and various types of 
pneumonia were also found in the false-positive group. 


Results 


To date 4,462 serums have been received and proc 
essed. This number represents a total of 2,545 cases— 
1,907 cases in which two serums have been received and 
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638 in which only one serum was submitted. Of the 
3.545 patients, 1,945 had no history or symptoms of 
the disease and 600 did not meet the criteria as set 
forth by the bureau of medicine and surgery for one or 
more reasons. Table 2 further breaks down these two 
groups according to their respective results in T. pal- 
jidum immobilization tests. 

According to the results given in table 2, the rate of 
false-positive reactions in standard tests or biological 
false-positive reactions, was 40%. Two cases resulted 
in doubtful T. pallidum immobilization tests. Due to the 
laree number of serums on which no satisfactory result 
could be obtained in immobilization tests, it was decided 
to determine the number and reasons for these unsatis- 
factory specimens. The reasons for the 240 unsatisfactory 
specimens are as follows: contained some toxic sub- 
stance other than penicillin, 58; grossly hemolyzed or 
whole blood submitted, 42; container leaked or broken in 
transit to the laboratory, 35; laboratory accident, 46; 
inconclusive results, 14; grossly contaminated, 26; anti- 
complementary, 15; and coagulated, 4. 


Taste 2.—Results of Immcbilization Tests in Persons With and 
Without History or Symptoms of Syphilis 
Nega- Unsatis- Doubt 
Group Positive tive factory ful 


Persons with no history or symptoms 
(1,945) 


eG, RR ee 173 60 14 
Untreated (LAID). <.<ccoccecssscce 737 635 Pi :* 
Treatment undetermined (239).. us Sti bd 


Persons who did not fulfill criteria 
GO: daca diveasnidiacccased aiaaecus 274 240 a) 1t 


* 32.4% specific immobilization. 
5.5% specifie immobilization. 


A total of 10 discrepant results was obtained. Five of 
these were negative on the first serum sample and posi- 
tive on the second. Two of the reasons for this might be 
that the first specimen of serum was taken before the 
patient had had sufficient time to build up the necessary 
titer of immobilizing antibody to give a positive test or 
that the specimens were not from the same patient. At- 
tempts were made to obtain a third specimen in these 
cases, but they were unsuccessful. In the five remaining 
cases, results were positive on the first sample and nega- 
ive on the second. These cannot be explained unless the 
(WO specimens came from different patients. This is not 
an entirely remote possibility, since some of the speci- 
mens received in the laboratory, supposedly from the 
same patient, were found to be of different blood types. 


Summary and Conclusions 


The Treponema pallidum immobilization test, al- 
though complicated, has proved to be an invaluable aid 
(0 the clinician. As one investigator so aptly stated, 
“the difficulty or ease of a procedure is secondary, the 
Primary being its use to the clinician.” By the use of this 
lest, unnecessary treatment is avoided. The test is of little 
Value as a Criterion of cure. It has its greatest value as a 
Verification test and is especially important in the diag- 
nosis of latent syphilis. The test is of great importance 
lo the clinician in enabling him to distinguish between 
biological false-positive reactions and _ true-positive 
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(syphilitic) reactions in standard serologic tests. With 
the advent of the T. pallidum immobilization test it is now 
possible to remove social stigma, thus clearing the pa- 
tient’s record. The test eliminates not only false-positive 
serologic reactions but false-negative ones as well. 

Since the T. pallidum immobilization test has proved to 
be an aid to the clinician, additional laboratories for the 
performance of this test should be established in order 
to make it more generally available to the practicing 
physician. 
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Definition of Antibiotics —Antibiotics are chemical substances 
that are produced by microorganisms and that have the capacity, 
in dilute solution, to inhibit the growth of and even to destroy 
other microorganisms. Numerous attempts have been made, 
unjustifiably, to broaden the definition of antibiotics so as to 
include antimicrobial substances of plant and animal origin, on 
the one hand, and synthetic material, on the other. Antibiotics 
are produced by various groups of microorganisms, particularly 
bacteria, fungi, and actinomycetes. The ability to form anti- 
biotics is characteristic not of the genus, nor even of the species, 
but of strains of particular organisms. Among the actinomycetes, 
as many as SO per cent of all cultures isolated from the soil are 
able to produce antibiotics when grown on suitable media and 
tested under favorable conditions. Identical antibiotics are 
sometimes produced by different species. Some species are able 
to produce more than one antibiotic. Specific media and special 
conditions of cultivation are required for the production of anti- 
biotics. Most of the media favorable for antibiotic formation 
contain complex organic substances. Antibiotics vary greatly 
in chemical nature, physical properties, selective activity upon 
bacteria and other microorganisms, toxicity to animals, and in 
vivo activity. The selective action of antibiotics is spoken of as 
the antibiotic spectrum. Some microbes are sensitive to a given 
antibiotic, and others are resistant. The degree of sensitivity is 
qualitative and quantitative in nature. Some are active largely 
upon bacteria and some upon fungi, others are active on both 
bacteria and fungi. Still others are also active upon the larger 
viruses. Some are active upon protozoa. Some antibiotics have 
found extensive application as chemotherapeutic agents in the 
treatment of numerous infectious diseases in man, animals, and 
plants.—Selman A. Waksman, Ph.D., Definition of Antibiotics, 
Antibiotics and Chemotherapy, February, 1956. 
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SIGNIFICANCE OF THE TREPONEMA PALLIDUM IMMOBILIZATION TEST oy 
SPINAL FLUID 


J. Lowry Miller, M.D., Meyer H. Slatkin, M.D. 


Justina H. Hill, D.Sc., New York 


Our studies to date support our previous findings that 
the results of the Treponema pallidum immobilization 
test on blood are valid within the limitations that have 
been repeatedly stated. This study is presented to evalu- 
ate the validity of the results with the same test on the 
spinal fluid. 

Material and Method 


This study is based on a total of 324 patients from 
whom we obtained 376 specimens of spinal fluid. Both 
standard serologic tests for syphilis and the T. pallidum 
immobilization test were performed on every specimen of 
spinal fluid. Standard tests were performed on all speci- 
mens of blood from the patients. Immobilization tests 
were done on specimens of blood from all except 31 pa- 
tients. As the diagnosis of syphilis could be established, 
these 31 patients are included in the series. 

In the large majority these patients were from our 
syphilis clinic at the Columbia-Presbyterian Medical 
Center, and a few were private patients. Many of these 
patients have been admitted one or more times to the 
Neurological Institute, where they have been thoroughly 
studied. All the immobilization tests and one or more 
standard tests for each patient were performed on the 
blood and spinal fluid in our laboratory. In certain cases, 
the results of standard tests performed in the hospital 
were used to complete the picture over the years. The 
immobilization test was done with the method of Mag- 
nuson and Thompson,' with 22.2% of complement. 
Results were interpreted by the method of Nelson and 
Mayer.” Residual complement was determined photo- 
colorimetrically in 50% hemolytic units. 


Results 


In table 1 is presented the number of patients in each 
diagnostic group. In the group of 173 patients listed as 
having latent syphilis, the standard test on blood was 
positive in all except 5 patients. In four of these, the 
immobilization test on the blood was positive. The re- 
maining patient had a doubtful immobilization test on 
the blood, and several standard tests on the blood had 
been positive before treatment. The immobilization test 
on the blood was positive in all except 10, in whom the 
test was not done. These 10 patients are included as hav- 
ing latent syphilis, as the standard test on the blood was 
positive and history of early syphilis was present. 

We have made no attempt to separate from the group 
listed as having latent syphilis those whom some would 
classify as ““Wassermann fast.” We prefer to list all as 
having latent syphilis and then divide them as adequately 
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¢ The Treponema pallidum immobilization test on 
the blood, barring laboratory error and excluding 
other treponematoses, gives results that, in the 
opinion of the authors, need no longer be ques. 
tioned. The same test can be done on the spinal 
fluid, and 376 specimens from 324 patients were 
examined in this way. 

Levels of immobilizing antibody were in general 
significantly lower in the spinal fluid than in the 
blood. Negative results on spinal fluid were obtained 
in 14 out of 100 undoubted cases of neurosyphilis; 
hence negative immobilization tests do not exclude 
the diagnosis of neurosyphilis. Positive results on 
spinal fluid were not found except in the presence 
of other convincing evidence of neurosyphilis; they 
are therefore diagnostic. 

The test should be done when the specimen is 
fresh; after refrigeration and storage, some initially 
positive specimens became negative. 





or inadequately treated. The inclusion of the four pa- 
tients with negative standard tests but positive immo- 
bilization tests on the blood in the group of those having 
latent syphilis we believe amply justified for the following 
reason: Experience with the results of the immobilization 
test on the blood has now reached the stage that positive 
results, barring laboratory error and exclusion of other 
treponematoses, need no longer be questioned. 

As the purpose of this report is to study the validity of 
the results of the immobilization test on spinal fluid, the 


TABLE |.—Distribution of Patients by Diagnosis 


No. of 

Diagnosis Patients 

eel lah cea cschmlae Senldinowadheeuedal mae aaa 173 
PTE DOD OO Be 6 oi oioioc vivcccceecccesccesuvesscccs 46 
a I esi oS Seekers hss a's, ces Wi dna edd Sow wwe ea %6 
NE MIN sig oss dade ep nceee se eb speneeesane 4 
ae er araaieh tees4u.G6% bua bee sea vee Rika wewEeenen 7 
IN oo dwndiavinl bide oa sonaaie swaeeeebews 12 
a ia acu leic aresareselbrsidsa's «+ a'eca ee Rae 3 
ee ssa ae nica cad ed «seus ve eee eeaeeennl 9 
Biological false-positive reactor..................ccccccccccecs 11 
en, ccc cg uawenbab eden ccleoaeeyueeeess 25 
6 Ro cee Ae iered hSiard ha uiesduie ox On wake ered eepren 8 
MN iiees a pints uteeniiadeadcndlesces Ababa enearn 324 


findings reported in table 2 in 46 patients with asympto 
matic neurosyphilis are of great interest. As can be 
seen, the immobilization test on the spinal fluid was 
positive in six patients when the standard serologic tes! 
on the spinal fluid was negative, both tests being positive 
in the blood. In five patients the immobilization test 0M 
the spinal fluid was negative while the standard tes! 
on the spinal fluid and both tests on the blood were pos! 
tive. All five of these patients had received large amounts 
of penicillin several years before the immobilization tes! 
on the spinal fluid was done. Thus we see that in some 
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‘astances a positive immobilization test on the spinal 
quid can be of help in making the diagnosis, but, on the 
other hand, a negative immobilization test on the spinal 
fluid may lead to the erroneous exclusion of the diag- 


nosis of neurosyphilis. 


> Results of Immobilization and Standard Tests in 
Blood and Spinal Fluid in Forty-Six Patients with 
Asymptomatic Neurosyphilis 


TABLE 


Blood Spinal Fluid 
=— ~ —" ——, 
No. of Immobili- Immobili- 
Patients Standard zation Standard zation 
so ees eine + .e 4 4 
eeeeeeeeeeeeee —- a + 
+ Ns* + + 
ieanennenhes keer +> Ns 4 > 
SE . .dotuckedeeeneneees a 4 + 
vddnevesevsss ewe + a -. ~ 
, ..  . eteedaaden eae nard _ Ns + ai 
Dot akeeneesaae ane > +r a > 
* Ns indicates no specimen. 


In table 3 are presented the results of the standard and 
immobilization tests on blood and spinal fluid from 26 
patients with tabes dorsalis in whom the diagnosis was 
open to no question. In 15 patients the laboratory find- 
ings were all positive, as was to be anticipated, and 3 
more fell into this group except that no immobilization 
test on the blood was made. The immobilization test on 
the blood was positive in all the 23 patients from whom 
specimens were obtained. The standard test on the blood 
was positive in 23 and negative in 3 patients. The im- 
mobilization test on the spinal fluid was positive in 20, 
doubtful in one, and negative in 5 patients. Of these five 
patients, three had Charcot’s joints, one had a tabetic 
bladder, and the last had Argyll Robertson pupils and 
weakness of his legs sufficient to confine him to a wheel 
chair. The standard test on the spinal fluid was positive in 
20 and negative in 6 patients. The four patients listed 
with a questionable diagnosis of tabes had negative im- 
mobilization tests on the spinal fluid. The standard test 
on the spinal fluid was negative in three and positive in 
one of these patients. 


TaBLE 3.—Results of Immobilization and Standard Tests in 
Blood and Spinal Fluid in Thirty Patients with 
Definite or Questionable Tabes Dorsalis 


Blood Spinal Fluid 
eT ada 
No. of Immobili- Immobili- 
Patients Standard zation Standard zation 
Definite 
Ws jcacanmakesuecohick tev - + + + 
Ricsssspiceaceveliexeacee Ns* 7 + 
Rinnusadtiestesesebesawen = + = bs 
9 
ex docenenlnpnideeroaics - + + > 
Se eee ie ee + + = = 
lh ccvkssepatay pee scawece - + = = 
9 
Wheverepebepeundeseseunce _ + = = 
Questionable 
TEE SSAC Ot Pee + + - aig 
ER eke RE Cee - = v 7 
* Ns indicates no specimen. 


In table 4 the findings in seven patients with paresis are 
shown. Certain facts not evident in the table should be 
emphasized. In one patient the immobilization test on 
the spinal fluid was positive in 1951. When checked in 
1953 2nd 1954, the immobilization test on the spinal fluid 
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had become negative. The patient had received 34 mil- 
lion units of penicillin in 1950. The standard test on 
the blood in this patient was also becoming less positive. 
The patient listed with a negative immobilization test on 
the spinal fluid has had positive standard tests on the 
blood since 1919, when he was given inadequate treat- 
ment. He received 25 million units of penicillin in 1952 
The immobilization tests on the blood and spinal fluid 
were done in 1952. 


TABLE 4.—Results of Immobilization and Standard Tests in 
Blood and Spinal Fluid in Seven Patients with Paresis 


Blood Spinal Fluid 
_ = 
No. of Immobili Immobill 
Patients Standard zation Standard zation 
4 
2. , + Ns* 
Rickcesadhcoeeetennbenes - t + - 


* Ns indicates no specimen 


In table 5 are presented 12 patients with the diagnosis 
of meningovascular syphilis. The standard and immo- 
bilization tests on both the blood and the spinal fluid 
were positive in 11 patients. In one patient the standard 
and immobilization tests on the blood were positive, 
the standard test on the spinal fluid was plus-minus, 
and the immobilization test on the spinal fluid was 
doubtful. In table 6 are listed nine patients with the 
diagnosis of primary optic atrophy, as this was the major 


TABLE 5.—Results of Immobilization and Standard Tests in 
Blood and Spinal Fluid in Twelve Patients with 
Meningovascular Syphilis 


Blood Spinal Fluid 
No. of Immobili Immohbili 
Patients Standard zation Standard zation 


BASs cnbcdpescesoosecussses 


presenting symptom. One patient also had signs of 
paresis, one of meningovascular syphilis, and one of 
tabes. 

There were 13 patients with biological false-positive 
reactions. In 11 patients the standard test on the blood 
was positive and the immobilization negative. On the 


TaBLeE 6.—Results of Immobilization and Standard Tests in 
Blood and Spinal Fluid in Nine Patients with 
Primary Optic Atrophy 


Blood Spinal Fluid 
~ . 

No. of Immobili Immobili 
Patients Standard zation Standard zation 

Goicnsnctaccesctasesoons + 

Bo.0enesedseveessusssveses + As* 

Risccecouseseecesscosnese 

Disvstecpuesesdesetseeass + Ns 


* Ns indicates no specimen 


spinal fluid the standard and immobilization tests were 
all negative. The remaining two patients had temporary 
biological false-positive reactions in the spinal fluid on 
standard tests, negative immobilization tests in the spinal 
fluid, and both tests negative in the blood. There were 
eight patients in whom exact diganosis remained a prob- 
lem despite exhaustive study. 
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Comment 


In a paper published in 1954 that included our ex- 
perience until June of 1953 we stated *: “The treponemal 
immobilizing test on the spinal fluid is of great value as a 
diagnostic test for neurosyphilis. Unlike the serologic 
tests, it remains positive indefinitely regardless of the 
amount of treatment, unless given quite early in the 
course of the disease, in both symptomatic and asymp- 
tomatic neurosyphilis. In our experience, for example, it 
was positive in the spinal fluid of all persons with tabes 
dorsalis, but negative in cases of latent syphilis.” This 
statement was based on spinal fluid findings in 97 pa- 
tients with latent syphilis and 38 patients with neuro- 
syphilis. Shortly after writing this paper we encountered 
several patients with an unquestionable diagnosis of 
tabes dorsalis in whom repeated specimens of spinal fluid 
showed negative immobilization tests. This finding 
prompted us to begin this study. Durel and his asso- 
ciates ‘ reported four instances of negative immobiliza- 
tion tests on the spinal fluid in patients in whom a clinical 
diagnosis of tabes dorsalis had been made. In two pa- 
tients the immobilization test on the blood was positive 
and in two negative. We have not observed a patient 
with the diagnosis of tabes dorsalis with a negative im- 
mobilization test on the blood. 

Our studies to date confirm the validity of the results 
of the immobilization test on the blood within the limita- 
tions that have been stated repeatedly. The findings re- 
ported here, however, show that in spinal fluid the nega- 
tive results of the immobilization test cannot be taken as 
excluding the diagnosis of neurosyphilis. For example, 
of 54 patients with tabes dorsalis, paresis, meningovascu- 
lar syphilis, and primary optic atrophy where the diag- 
nosis could be established on clinical grounds, the immo- 
bilization test on the spinal fluid was negative in 8. It is 
interesting that the discrepancy between the immobiliza- 
tion test and the clinical diagnosis was not limited to tabes 
dorsalis, as might have been anticipated because of our 
previous experience with the standard test with spinal 
fluid in this disease, but seemed to extend in about the 
same proportion to other forms of neurosyphilis. 

If we analyze the results of the standard test on the 
spinal fluid in the same group of 54 patients, we find that 
the standard test is negative in 9 patients. The eight in- 
stances of discrepancy of the immobilization test with the 
clinical diagnosis parallel closely the nine instances of 
discrepancy of the standard test. In further analysis of 
the findings on the spinal fluid of these 54 patients with 
proved neurosyphilis, there were 13 instances of dis- 
crepancy between the clinical diagnosis and the results 
of the immobilization test or the standard test. The im- 
mobilization test alone was negative in four, the standard 
test alone in five, and both negative in an additional four 
patients. Since the results show that negative immobiliza- 
tion tests on spinal fluid do occur, we believe that we are 
justified in assuming the correctness of the diagnosis of 
asymptomatic neurosyphilis in the six patients listed with 
that diagnosis, who had negative immobilization tests on 
the spinal fluid. 

If we include all of the 100 patients given a diagnosis 
of neurosyphilis, there were 14 with negative immo- 
bilization tests on the spinal fluid. This is a discrepancy 
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of 14% for the immobilization test compared with th, 
clinical diagnosis. In the same series of 100 patieny 
there were 16 cases in which standard test on the sping 
fluid was negative, or a percentage of discrepancy of | 
for the standard test compared with clinical diagnosis 
It is well known that a negative standard test on sping 
fluid cannot be interpreted as ruling out the diagnosis 
of neurosyphilis. 


In emphasizing the failure of a negative immobiliz;. 
tion test on the spinal fluid to rule out neurosyphilis, yw. 


- must not lose sight of the value of a positive immobiliz:. 


tion test on the spinal fluid. In this series of 100 patienys 
with neurosyphilis, the results were positive in 86, includ. 
ing 12 that were positive when the standard test was neg. 
tive. In our experience all positive immobilization tes 
on the spinal fluid have been in agreement with clinica 
diagnosis. For this reason we believe a positive immo- 
bilization test in the spinal fluid to be diagnostic o 
neurosyphilis. 

In our opinion, negative immobilization tests on sping 
fluid in patients with neurosyphilis are probably related 
to the low amounts of immobilizing antibody present in 
the spinal fluid. A comparison of titers of immobilizing 
antibody in the blood and spinal fluid from 18 patients 
with neurosyphilis showed on an average 16.5 times a 
much antibody in the blood as in the spinal fluid. The 
ratio of the immobilizing antibody in spinal fluid to that 
in blood varied from a minimum of 1:1.6 to a maximum 
of 1:113. The maximal effective dilution in spinal fluid 
was 1:74, while in blood it was 1:2,150. In other words. 
the level of the immobilizing antibody was always lower 
in the spinal fluid than in the blood. The method oi! 
calculation was based on that used by Magnuson.” The 
dilutions at which 50% of the Treponema organisms 
were immobilized have been calculated by the use o 
logarithmic probability paper. 

Reversal from positive to negative immobilization re- 
sults in some specimens of spinal fluid after deep-freeze 
storage has been observed by one of us." In retesting, 
after deep freeze storage for periods of 24 days to three 
years, 49 specimens of spinal fluid that were initially 
positive, 46 remained positive. In three specimens the 
test became negative. 

It is interesting that the reversal occurred in two o! 
these specimens in one month and after 15 months in 
the third specimen. This reversal to negativity probably 
is related to initial low antibody level. We have not had 
the opportunity to prove this because of difficulty of ob- 
taining an adequate quantity of spinal fluid for repeated 
titering. Regardless of the explanation, it is evident that 
the immobilization test should be performed as soon 4s 
possible after taking the specimens. Analysis of the 
time interval between the taking of the specimen and 
the first valid test in our series showed that 265 of the 
376 were treated within two weeks and 62 within three 
weeks. 

Conclusions 


In a study to determine significance of the Treponemé 
pallidum immobilization test on spinal fluid, no evidence 
for questioning the validity of the test on the blood was 
found. Positive immobilization tests on the spinal fluid 
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are diagnostic of neurosyphilis; negative immobilization 
ests on the spinal fluid may not exclude the diagnosis of 
neurosyphilis. Levels of immobilizing antibody in the 


Y of I6 pinal fluid were in general significantly lower than in 
1ENOsis the blood. It is recommended that immobilization tests 
| Spinal on the spinal fluid be done immediately to avoid fall of 


ANOs)s antibody due to storage. With some exceptions, the im- 


mobilization test on the spinal fluid is a valuable diag- 
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SELENIUM (SELSUN) 


¢ The repeated use of a shampoo containing selen 
ium sulfide for the treatment of seborrheic derma 
titis was followed in six cases by loss of hair in 
varying degrees. In all cases the shedding of hair 
stopped when use of the shampoo was discontinued, 
and in one of the cases the phenomenon was re 
peated several times. 





the simple seborrheic dermatitis of her scalp. After four weekly 
shampoos she noted that her hair was falling out excessively with 
each shampoo. The findings on examination were similar to those 
of the previous cases. Use of the shampoo was discontinued, 
and within 10 days the falling of hair had ceased. There has been 
no indication of lasting effect on the hair growth. 

Case 5.—A 44-year-old white female had been given selenium 
sulfide shampoo in September, 1953, for simple seborrheic 
dermatitis of the scalp with good initial clinical influence on the 
condition. After an absence of two years, the patient reappeared 
in December, 1955, to report that the shampoo, which she was 
using at intervals of about a month, no longer controlled the 
“dandruff,” that her hair was “plastered down with oil” a few 
days after using the shampoo, and that her hair had been falling 
out in “wads” for six months. Examination of the scalp showed 
a marked diffuse thinning of the scalp hair. Many hairs could 
be plucked out intact without discomfort. The scalp showed 
mild scaling of seborrheic dermatitis and excessive oiliness but 
no other sign of disease or irritation. Six weeks after treatment 
with the shampoo was stopped the falling of hair had ceased, 
but there has not been sufficient time to judge whether the loss 


Case 6.—A 56-year-old white female first noted an excessive 
loss of hair with the use of selenium sulfide shampoo after 
three years of use every three weeks for control of simple 
seborrheic dermatitis of her scalp. After being advised to dis- 
continue use of the preparation, she reported no further difficulty 


Comment 


In the preliminary studies of the use of selenium in 
shampoo form the possibility of absorption through in- 
flamed or damaged skin was recognized, but urinary 
studies in 21 patients showed no evidence of absorption of 
selenium.' The only common adverse symptom noted has 
been that of excessive oiliness of the scalp, which has been 
found in about 31% of patients who used the shampoo. 
Occasional patients have suffered a transient conjunc- 
tivitis from local irritation by the chemical.* More re- 
cently, three cases of contact dermatitis from the com- 


dbilizg- nostic tool. 
lis, we $§§ Park Ave. (Dr. Miller). April 24-25, 1951 
bilizz- 
tients 
includ. 
5 Ne ga. DIFFUSE HAIR LOSS ASSOCIATED WITH 
MN tests 
Jin SULFIDE SHAMPOO 
AINICY 
immo- i —— 
o Ralph W. Grover, M.D., Floral Park, N. Y. 
Co 
During the past three years i have observed six pa- 
\ } . . . 7 . . . . . . 
| a tients complaining of falling hair after the application of 
_ selenium (Selsun) sulfide shampoo. Since no report of 
—* % a similar effect associated with the use of this shampoo 
l Ty . : ° . : 
A could be found in the literature and since this phenom- 
— enon may be related to an absorption of selenium ion, it 
Nes as “ps 
* seemed of importance to report these cases. 
e 
O that Report of Cases 
imum 
| * Case 1—A 34-year-old white female has used selenium 
fluid sulfide shampoo for simple seborrheic dermatitis for the past 
vords, three years. After the first three or four applications at weekly 
lower intervals she noted that more and more of her hair was falling 
. . + . . g 
od of out with each washing. Examination of the scalp at that time 
The showed slight diffuse thinning of the hair but no inflammatory 
bees changes. The seborrheic dermatitis was apparently under effec- 
NISMS tual control. Gentle traction would remove one or two hairs at 
se of a time from any portion of the scalp. The hairs thus removed 
did not appear grossly or microscopically abnormal, and each 
bore an intact bulb. During the next three years the shampoo 
Nn Te was used once every four to six weeks without abnormal hair 
reeze loss. On three occasions during this period, however, the 
ting, shampoo was used two or three times in a row at weekly inter- 
three vals. On each occasion the hair again fell out in increasing 
‘ally amounts with each shampoo and would stop falling within a 
’ week after treatment with the shampoo was discontinued. Dur- 
s the ing the preparation of this report the patient was asked to use 
the shampoo again, and the same pattern of hair loss was 
nal repeated. At no time has there been any observable change of 
ie the scalp itself except that of seborrheic dermatitis. There has is permanent. 
IS 1 been no loss of hair from other portions of the body, and the 
ably loss of hair of the scalp has apparently been temporary. 
had Case 2.—An 18-year-old white female was given selenium 
- ob- sulfide shampoo on Nov. 29, 1953, for simple seborrheic derma- 
nied litis Of her scalp associated with acne vulgaris. After five appli- 
cations of the shampoo at weekly intervals profuse and diffuse with falling hair. 
tha falling of hair was noted, the findings on examination being 
n as similar to those in the first case. The falling of hair ceased 
the within a week after treatment with the shampoo was stopped, 
iad and there was no sign of permanent hair loss. 
the Case 3.—A 22-year-old white female was given selenium 
; sulfide shampoo to control simple seborrheic dermatitis of the 
ree scalp associated with acne vulgaris. After using the shampoo at 
“eekly intervals for 10 weeks she complained that her hair was 
falling out. The clinical findings were similar to those in the 
itst tWo cases, and the falling of hair had stopped without 
ma —e sequel when the patient was examined again a month 
nce aller treatment with the shampoo was stopped. 
was Basen 4+—An 18-year-old white female was first seen on 
uF ‘Nov. 18, 1955, because of adolescent acne. As part of routine 


tree : : 
‘alment she was given selenium sulfide shampoo to combat 


mercial shampoo were reported.* Limited trials with a 
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1% selenium sulfide ointment on glabrous skin revealed 
no clinical evidence of systemic toxic reaction, but no 
laboratory procedures were employed to rule out the 
possibility of absorption.* 

In the present series of six patients, the clinical evi- 
dence seems sufficient to justify the conclusion that there 
is a causal relationship between the use of selenium sul- 
fide shampoo and the subsequent falling of hair. Such 
a pattern of hair loss has not been noted with other 
shampoos in my experience. There did not seem to be 
any correlation with the administration of any other 
local or systemic medication given to these patients, and 
every effort was made to exclude other causes of hair 
loss. The occurrence of hair loss after repeated applica- 
tions of the chemical and its cessation generally within 
a week or two after treatment with the shampoo was 
stopped seem to fit the pattern of absorption and excre- 
tion of selenium observed in lower animals. The paral- 
lelism between the symptom of hair loss in livestock 
suffering from chronic selenium poisoning and the similar 
symptom in human beings using selenium sulfide sham- 
poo is striking. It seems probable, therefore, that falling 
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of hair after the use of selenium sulfide shampoo repre 
sents a toxic effect from the absorption of selenium ip 
through the skin, and, if this conclusion is correct, gop, 
tinued use of the preparation might involve serio, 


. hazards to the patient. 


Summary and Conclusions 


I have seen six patients in whom diffuse hair loss wy 
noted after the use of selenium (Selsun) sulfide shampoo 
I believe that the falling of hair exhibited by these p,. 
tients may represent a toxic effect of absorption of sel: 
nium ion and urge caution in the use of shampoos cop. 
taining selenium. 

73 Remsen Lane. 
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ACUTE UPPER 


GASTROINTESTINAL HEMORRHAGE 


A RATIONAL APPROACH TO DIAGNOSIS AND MANAGEMENT 


Donald Berkowitz, M.D., Charles M. Thompson, M.D., Irvin Sussman, M.D. 


Joseph M. Gambescia, M.D., Philadelphia 


The management of a patient with acute hemorrhage 
from the upper gastrointestinal tract is a common prob- 
lem requiring immediate yet carefully planned decisions. 
This subject has been adequately discussed in the litera- 
ture '; however, its resurgence time and again is proof of 
its practical interest. Controversial aspects, still present, 
are not longer intense. Case experience reports attest to 
the validity of basic principles now generally accepted by 
medical practitioner and surgeon alike. Actually, the 
important question to be answered usually is whether 
surgery is indicated. If we are to adopt Stewart’s regimen 
advocating surgery for every case,” then certainly there 
is no problem as to the management of the patients. If 
we believe, however, that most of these patients can be 
treated conservatively, then how may we decide who is 
to be treated medically and who surgically? 

It was our purpose in a study of patients admitted to 
a general hospital to find yardsticks that might help 
measure or determine factors that influenced prognosis 
and management. Prognosis and management are in- 
separably related. Factors that influence management 
are almost always derived from experiences with morbid- 
ity and mortality. 

Any attempt to present a specific organization for the 
management of these patients is bound to leave out some 
details; however, we feel that there are three essentials of 
such vital importance that they could well support the 





From the Department of Gastroenterology, Hahnemann Medical 
College and Hospital. Dr. Berkowitz is now at the Department of Medi- 
cine, Temple University Hospital, Philadelphia. 


¢ Ten essential points in the anamnesis of a patient 
with massive hematemesis concern ulcer symptoms, 
easy satiety, anorexia, dysphagia, weight loss, non- 
rhythmic pain, previous bleeding, alcohol intake, 
diet, and previous jaundice. Ten essential points in 
the physical examination are the appearance of the 
mucous membranes (as indicating anemia or dehy- 
dration), the appearance of the tongue (nutritional 
deficiencies), jaundice, telangiectasia, condition of 
liver and spleen, ascites, umbilical protrusion or 
other signs of increased collateral circulation about 
the liver, tenderness or masses, peripheral edema, 
and the condition of the rectum. 


Among 500 cases of acute gastrointestinal hemor- 
rhage, 373 were attributable to peptic ulcer, 42 to 
esophageal varices, and 85 to miscellaneous or 
undetermined causes. Portal cirrhosis was the ex- 
planation of most cases of bleeding esophageal 
varices, and in this group there were 27 deaths, 
usually in hepatic coma. 

Experience with medical as contrasted with sur- 
gical treatment in these cases led to acceptance 
of the following indications for early surgery: exsan- 
guinating hemorrhage, nonstabilized hemorrhage, 
recurrent hemorrhage while under hospital manage- 
ment, signs of perforation or obstruction, an 
continued pain while bleeding. 


—— al 





entire program. On this triad— intensity and rate of 
blood loss, source of blood loss, and other factors col 
tributing to mortaliy—we base our decision as to medi 
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‘gical management. The first essential is con- 


cal OF ; é' 

cerned with the intensity and rate of blood loss. This has 
priority over all others. It can determine the type of 
management before absolute localization or a diagnosis 


can be made. The second essential consideration has 
to do with the source of the hemorrhage. This will in- 
clude localization and, in most cases, the etiology. Fi- 
nally. the third essential is the early and continuous alert- 
ness to a group of factors that when present contribute to 
morbidity and mortality experience. The decision as to 
medical or surgical treatment is usually more easily forth- 
coming after these three essentials have been elucidated. 

This is a report of 500 cases of acute upper gastroin- 
testinal hemorrhage seen at Hahnemann Hospital in the 
period from 1948 to 1953. Although a majority of the 
patients were seen by one or more of us, many were 
managed by other physicians before this study was 
planned. The statistics represent factual results with 
various methods of management. The principles pro- 
posed are derived from the total experience. They are 
now the basis for management of all cases of acute hem- 
orrhage from the upper gastrointestinal tract at this in- 
stitution. 

Intensity and Rate of Blood Loss 


The figure shows a schema for the immediate and pro- 
gressive clarification of the condition of a patient with 
acute upper gastrointestinal hemorrhage. At the first 
examination an attempt is made to place the patient into 
one of these categories, which depend upon intensity and 
rate of blood loss. Repeated clinical and laboratory ob- 
servations will maintain or change the original classifica- 
tion. An intermediate hemorrhage may rapidly become 
massive, and a stabilized condition may become non- 
stabilized. Thus, all cases of gastrointestinal hemorrhage 
are potentially serious and must be followed with vigi- 
lance. 

Massive hemorrhage can be subdivided into stabilized, 
nonstabilized, and exsanguinating. Clinical examination 
is afar more reliable guide than a laboratory determina- 
tion in this classification. The response to transfusion is 
often used as an index of effective management and often 
determines the need for change in management. This 
index has been one of our most useful tools, but we have 
not been concerned with a definite quota of blood in an 
arbitrary period of time. A patient who is vomiting large 
amounts of blood and remains in shock despite repeated 
and rapid transfusions cannot wait for a time lapse or a 
laboratory report before surgical intervention is sought. 


Source of Blood Loss 


In patients with acute gastrointestinal hemorrhage, the 
condition may be so critical and the history so vague or 
misleading that an early determination of the source of 
bleeding is not possible. Almost always, this combina- 
ion of circumstances is confined to cases in which there 
‘Ss Massive hemorrhage, although it may also occur in 
intermediate-type cases. 

There are important reasons for determining the etiol- 
°gy or source of bleeding in all cases as soon as possible. 
Any one of these patients may become an operative 
‘mergency at any time. It is especially necessary to dif- 
‘rentiate between peptic ulcer and esophageal varices 
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where massive hematemesis has occurred. Bleeding sites 
in the lower esophagus or cardia may respond to tam- 
ponade, or sites in the lower esophagus may respond to 
sclerosing injections. In our series, those patients with 
bleeding varices who were operated on because of sus- 
pected ulcer disease did poorly and usually died in 
hepatic coma. 

Our procedure is essentially as follows. Members of 
the family are interviewed for pertinent details. The pa- 
tient himself is usually not asked more than 10 basic 
questions: These concern ulcer symptoms, easy satiety, 
anorexia, dysphagia, weight loss, nonrhythmic pain, pre- 
vious bleeding, alcohol intake, diet, and previous jaun- 
dice. Besides careful attention to vital signs and signs 
of complications in the heart, lungs, or extremities, the 
physical examination is also limited to 10 essential 
points: mucous membranes for bleeding or dehydration, 
tongue for nutritional deficiency, jaundice, spider tel- 
angiectasia, liver and spleen, ascites, collateral circula- 
tion or umbilical protrusion, tenderness or masses, pe- 
ripheral edema, and rectum. 


STABILIZED + Shock contrelied 


Hematocrit 
Blood Volume 





INTERMEDIATE NON-STABILIZED « Shock perei ste 
Tes MELENA AND/OR HEMATEMESIS oP 
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EXSANGULNATINO ~ Shock persiste 


Hem tecrit 
Blood Volume 


Schema for clarification of condition of patient with acute upper gas 
trointestinal hemorrhave 


Laboratory examinations are organized according to 
clinical indications that may suggest peptic ulceration, 
liver-spleen disease, or a hemorrhagic disturbance. The 
routine laboratory studies carried out are complete blood 
cell count; hematocrit (every 4 to 12 hours); blood type, 
Rh, and cross match; prothrombin time; blood urea 
nitrogen; chlorides; carbon dioxide combining power, 
urinalysis; and stool. If liver disease is suspected the 
following tests are also used: sulfobromophthalein re- 
tention, cephalin flocculation, thymol turbidity, total 
serum bilirubin, urine urobilinogen, and urine bilirubin 
If blood dyscrasia is suspected, these tests are also done: 
platelet count, bleeding and coagulation time, clot re- 
traction, capillary fragility, red blood cell fragility, and, 
occasionally, bone marrow studies. 

The question of “early” x-ray examination is appro- 
priately discussed at this time. We feel that x-ray exam- 
ination is contraindicated in the presence of profound 
shock, vomiting, or extreme restlessness or anxiety and 
when an experienced radiologist is not available. In a 
patient in whom there are potential backgrounds for in- 
creased mortality with medical care alone, we believe that 
indications are present for an attempt at early x-ray local- 
ization. Where roentgen studies have been done within 
a relatively short period before the onset of bleeding, 
with demonstration of a local lesion, we usually do not 
add the stress of another study. 
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After careful attention to the salient points in the 
history, physical examination, laboratory tests, and x-ray, 
where available, some comprehension of the etiology or 
source of bleeding will be possible in most cases. When 
all these measures fail to give adequate information, then 
a consideration of the statistical experiences of others 
will provide a broad although crude basis for appraisal. 

In table 1 we have recorded the sources of bleeding in 
500 cases of acute gastrointestinal hemorrhage. Our ex- 
perience is in general accord with most others. Almost 
75% of cases were due to peptic ulceration—duodenal, 
gastric, or marginal. In approximately 6% of the cases 
the causes were divided between various local and gen- 
eral disorders. Even though gastritis leads this list, its 
statistically low incidence is probably misleading. Diffi- 
culties inherent in the recognition of this entity are well 
known. In most cases, even though the diagnosis of 
gastritis could have been made by exclusion or by pre- 
sumption, in the absence of confirmative findings by 
gastroscopy or pathological section, these cases were in- 


TABLE 1.—Sources of Bleeding in 500 Cases of Acute Upper 
Gastrointestinal Hemorrhage 


p | Re 


500 


65 


No. of % of No. of % Mor- 
Cases Total Deaths tality 
PU x cctpkccsvciéysnceaccy, ce 74.6 25 6.7 
| a re bvectes? ae 59.6 12 4.0 
ad ans samcnitea ceee shah acaces 53 10.6 12 22.6 
et bas sacVanwnene cea cuees 12 2.4 1 8.0 
Duodenal and gastrie........... 10 2.0 ’ penne 
Esophageal varices................. 42 8.4 27 64.3 
Undetermined............. Dee tc 58 11.6 4 7.0 
Io disc b<0'% since's au na bade 27 5A 9 33.3 
Pcs beces vce tesaveetdves 7 1.4 2 28.6 
re 4 08 iin 
Carcinoma of stomach......... 4 08 2 50.0 
Sarcoma of stomach........... 2 0.4 
ag aia e or veren eens 2 O04 = poled 
Thromboeytopenia............. 2 0.4 1 50.0 
Carcinoma of jejunum......... l 0.2 a aie 
i sccdesenpiacsuacewne’ 1 0.2 1 100.0 
Diverticulum of stomach....... 1 0.2 re ore 
Eroded gastric vessel........... l 0.2 1 100.0 
Pa hndecemeass s-ccevedas 1 02 1 100.0 
Carcinoma of pancreas......... 1 0.2 100.0 


13.0 


cluded in the undetermined group. The relatively low 
number of persons with neoplasm of the stomach ad- 
mitted with acute upper gastrointestinal hemorrhage is 
not unusual. 

In 11.6% of the cases the source of bleeding was not 
determined even after careful study. Included in this 
group are four cases in which postmortem examination 
was made without a source of bleeding being found. 
Studies by Crohn * and others * have shown that a ma- 
jority of these patients eventually reveal evidence of 
peptic ulceration after a number of years. We are im- 
pressed with a representative group who have bled re- 
peatedly, often seasonally, or after a period marked by 
unusual fatigue or respiratory infection, in whom, even 
after a period of years, there is no demonstrable cause. 
Most of these manifested intermediate-type hemorrhage 
without hematemesis. 


Factors that Contribute to Mortality 


Since peptic ulcer was the commonest cause of acute 
blood loss in this series, it can be used as the basis for 
discussion of factors contributing to mortality. We have 
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been able to carefully analyze four major factors cop. 
tributing to the mortality. There are others thai deserve 
just as careful analysis and are just as important in the 
individual patient. They are included in a general dis. 
cussion of all the factors that impressed us most 


Age of Patients.—Table 2 shows the relation of age to 
mortality in our cases of bleeding peptic ulcer. These 


TABLE 2.—Relation of Age to Mortality in Patients with 
Bleeding Peptic Ulcer 


Age, Yr. 
ss ee + Tegel 
10-19 20-29 30-39 40-49 50-59 60-69 70-74 Rss 
No. of cases.......... 1 26 60 74 9” 78 39 
No. of deaths........ a ow 2 3 5 9 a 1 
MEOPGRIIES,, Toedacascce se ee 3.3 4.1 5.6 11.5 12.5 % 


figures only confirm the role of advancing age in the 
prognosis of acute gastrointestinal hemorrhage. Eighty- 
four per cent of the deaths were in patients over 45 years 
of age. There were no deaths in patients under the age 
of 30, whereas 6 patients of a total of 40 beyond the age 
of 70 died. 


Location of Ulcer.—The increased mortality of bleed- 
ing from gastric ulcers over duodenal ulcers is noted in 
table 1. This grave prognosis has been consistently em- 
phasized.° In gastric ulcer local vascular sufficiency may 
be compromised early by ulceration. Necrosis and pene- 
tration are often associated complications. The relative 
inaccessibility in some cases with bleeding from high 
ulceration in the esophagocardiac region was and still is 
a factor contributing to higher mortality in some of these 
cases. 


Hematemesis and Melena.—We have been impressed 
by the twofold increase in mortality when hematemesis 
occurs and regard this manifestation as an important 
prognostic factor (table 3). Our findings are not entirel) 
in agreement with those of others. Shapiro and Schiff " 


TABLE 3.—Incidence of Hematemesis and Melena in Fatal and 
Nonfatal Cases of Bleeding Peptic Ulcer 


Hemate:mesis 


Loeation No. (+ Melena) Melena 
i tididvaer vies codens 208 142 156 
iain se duvaxds uiserace 12 7 
Ee ws 5.0 
exes eudank a peckage cde 33 ( 
eB crags vowmeen now 12 8 ‘ 
|, Ae re eee 24.2 { 
Gastrie and duodenal *........ 10 4 
PE tidnticacnnrencndcd 12 6 
ee ae ne 1 1 
a, Ea i 16.3 
I icdinccdeevins os 373 185 
ree 25 16 
Mortality, %........... ee 8.7 7 


* There were no deaths from gastric and duodenal ulcers. 


found no significant difference in the mortality i their 
patients. Others,® however, have reported findinys that 
support the seriousness of hematemesis. Hematcmes!s 
often reflects the intensity and rate of blood loss. It is 
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likely that this explains its serious significance. However, 
the frequent association of hematemesis with high-lying 
ulcers and gastric ulcers that have penetrated and have 
involved major pancreatic vessels is recognized. Loss of 
extracellular fluid and electrolytes with vomiting also 
plays a contributing role. 


Severity of Bleeding.—The intensity and rate of blood 
loss has been repeatedly emphasized as a major factor 
determining the outcome in acute gastrointestinal hemor- 


taste 4.—Mortality in Acute Gastrointestinal Hemorrhage 
from Peptic Ulcer According to Severity of Bleeding 
Group * 
1 2 3 4 
No. Of CASCS..... 000% 52 (9)t 123 (33) 126 (100) 72 (65) 
No. of deaths....... 2 (1) 2 (1) 9 (8) 12 (11) 
Mortality, %......+. 3.6 (11.1) 1.5 (3.0) 7.1 (8.0) 16.6 (17.0) 
x Group 1: hemoglobin 12+ per 100 ce., erythrocytes 4 million per eubie 
willimeter; group 2: hemoglobin 9 to 11.9, erythrocytes 3 million to 
3.900,000; group 3: hemoglobin 6.8 to 8.9, erythrocytes 2,200,000 to 2,900,000; 


vroup 4: hemoglobin 6.8 or less, erythrocytes less than 2,200,000. 
+ Figures in parentheses refer to patients in shock. 


rhage (table 4).* Although determinations of hemoglo- 
bin, red blood cell count, and hematocrit are necessary 
guides in the management, clinical evidences of shock 
are more reliable in the determination of the degree of 
blood loss. There were 21 deaths, or a mortality of 
10.1%, in a group of 207 patients with varying degrees 
of shock on admission, as compared to 4 deaths, or a 
2.4% mortality, among 166 patients without shock. 


Miscellaneous Factors.—In addition to the specific 
prognostic factors discussed, other things are also im- 
portant in determining the final outcome. Coronary in- 
sufficiency with or without myocardial infarction, pneu- 
monia, nephrosclerosis, and hepatic parenchymal failure 
in the patient with cirrhosis were signposts of dan- 
ger whenever present. They exceeded any other sys- 
temic factor in contributing to mortality and morbidity. 
We have seen how the presence of concomitant disease 
can fatally turn the tide in the patient with moderate 
bleeding who is responding to conservative management. 
Five patients in our series treated medically died directly 
from associated diseases. An additional six patients who 
were treated surgically died from concomitant systemic 
diseases. 

Certain other factors that contributed to the mortality 
and morbidity in our series, but that are indefinitely re- 
corded or reported, must be mentioned. These are pa- 
tient anxiety and interference from relatives, delay in 
control of shock, and delay in decision to operate when 
indications were present. None of these can be measured 
in a large group of patients, but they can be accurately 
recognized in the case of the individual patient. 


Mest reports have concurred in the opinion that first 
and second hemorrhages have been attended with the 
highest mortality rates. We have arrived at the same 
conclusions. In patients with previous hemorrhage, the 
chance of recurring massive hemorrhage is great. In 
Allen's * 60% and in Wilkinson’s and Tracey’s report ° 
74% of patients with previous bleeding had one or more 
subs: juent episodes. 
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Comment 


The principles of management of the patient with 
acute gastrointestinal hemorrhage are derived from sta- 
tistical experiences and individual case studies; one com- 
plements the other. The lessons learned from such a 
review may or may not be applicable to the individual 
patient. Their importance depends upon the fact that 
they form a base of action from which later individualiza- 
tions may develop. We have learned enough from this 
study of our own previous experiences and that of others 
to formulate an active plan for the immediate and pro- 
gressive management of acute upper gastrointestinal 
hemorrhage. 

All patients are admitted to a medical service, and a 
surgical consultant is called at once. It then becomes the 
responsibility of this team to evaluate the condition in 
accordance with the procedures outlined, i. e.: (1) an 
estimation of the intensity and rate of blood loss, (2) 
determination of the source of bleeding, and (3) recog- 
nition of the presence of any of the factors that have been 
shown to adversely influence mortality. The first is a 
classification of the degree of hemorrhage and is based 
on clinical and laboratory determinations. In turn, the 
classification determines the quantity and rate of blood 
replacement. Attempting to determine the source of 
blood loss is even more difficult and, again, in the early 
period after admission, is often a mutual responsibility. 
Finally, it becomes a major responsibility of the medical 
person on this joint board of management to evaluate 
and attempt to control the miscellaneous group of factors 
that may decide the final outcome; these include the 
associated diseases or more remote complications that 
adversely affect morbidity and mortality. Coronary in- 
sufficiency, renal failure, and hepatic parenchymal dis- 
ease have already been mentioned. 

Having resolved most of these points, the decision as 
to medical or surgical therapy is usually more apparent. 
We have learned to recognize certain definite indications 
for early surgery: (1) exsanguinating hemorrhage, (2) 
nonstabilized hemorrhage, (3) recurrent hemorrhage 
while under hospital management, (4) signs of perfora- 
tion or obstruction, and (5) continued pain while bleed- 
ing. In our experience, it is unusual for a patient with 
active hemorrhage from an uncomplicated ulcer to con- 


TaBLE 5.—Results of Medical and Surgical Treatment in 373 
Cases of Bleeding Peptic Ulcer 


Medical Surgical 
Total Treatment Treatment 
BO. OE GRBs 6 cécciccess er 373 238 135 
No. of deaths..... Gate een ee 25 ll 4 
Mortality, % ...... ee a 66 1.6 10.8 


tinue to have pain. In the average case, the magnitude of 
the bleeding and its response to replacement therapy will 
decide the issue. In other instances, when the indications 
may not appear to be so well defined, the source of the 
bleeding and/or the presence of one or more of the poor 
prognostic factors will help to reach a decision. 
Results of Medical and Surgical Treatment in Bleed- 
ing Peptic Ulcer.—Table 5 represents our experiences in 
373 cases. As will be noted, the great majority of pa- 
tients were treated medically. Factors contributing to 
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mortality in the surgically treated group have also been 
discussed. However, the thing that cannot be re- 
corded, yet that was present in a number of cases, was 
delay in deciding to operate. This had a serious effect on 
the outcome in individual cases. Although the presence 
of concomitant diseases usually determines a conserva- 
tive program, a more aggressive approach with operative 
intervention has often been adopted. Patients with cardi- 
ovascular, renal, and hepatic degenerative diseases can- 
not tolerate anoxia from acute or continuous blood loss. 
In the individual case, after careful evaluation, the pres- 
ence of any of these diseases has prompted early inter- 
vention rather than a delay. We have agreed with 
Warthin ™ that these conditions may constitute an indi- 
cation for operation rather than a contraindication. 
Problem of Bleeding from Esophageal Varices.— 
Hemorrhage from esophageal varices has usually been 
attended by a high mortality. In our series this was 
64.3%. Portal cirrhosis was the etiological factor in 
most. Hepatic coma was the usual terminal event. These 
patients are almost always in an extremely poor state of 
nutrition. Moreover, the functional! condition of the liver 
is such that even small degrees of hemorrhage may pre- 
cipitate coma. General systemic depression has usually 
precluded early, aggressive operative ligation as pro- 
posed by others.'? Our experience with early surgery 
has been limited. Because of either continued bleeding 
or recurrent bleeding, several procedures have been at- 
tempted. These included mediastinotomy and ligation, 
esophagectomy, and splenorenal anastomoses. Each of 
six patients in whom these were performed died. There 
can be no more individualized problem of management 
than the patient with cirrhosis with bleeding esophageal 
varices. Very early decisions must be made to weigh the 
risks of bleeding against the risk of operative interven- 
tion. It continues to be our opinion, in spite of an in- 
clination to attempt early ligation, to use an aggressive 
medical regimen, with emphasis on tamponade, tracheot- 
omy, oxygen, and hypertonic dextrose as the basis. 
Problem of Bleeding from Unknown Causes.—The 
usual incidence quoted for bleeding from unknown 
causes is about 10%, although figures as high as 15% 
have been recently reported.’ In our series of 500 cases, 
there were 58 patients, or 11.6% of the total, in whom no 
definite diagnosis could be made. In four cases, even 
postmortem examination failed to disclose a cause for the 
bleeding. We have had to accept certain possible explan- 
ations for these cases, based on the experiences of others 
and our own long-term follow-up of these patients. Al- 
though unusual causes such as rupture of an aneurysm, a 
cavernous hemangioma, hemorrhagic telangiectasia, an- 
tral mucosal hypertrophy, and prolapse are considered in 
each case, we give weight to more likely causes. In our 
own experience these included ulcerating lesions high 
in the cardia, acute ulcerative or follicular gastritis, acute 
ulcerative duodenitis, and rupture of a gastric varix. 
The problem of bleeding from unknown causes is fur- 
ther complicated by the high incidence of recurrent 
bleeding in these cases. Many of these patients will 
eventually develop radiographic evidence of chronic 
ulceration. A large number may never show gross de- 
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formity, however, and will disclose a point of bleeding 
only after emergency resection done during the periog 
of active bleeding." 


Conclusions 


On the basis of experience with 500 cases of acute 
upper gastrointestinal hemorrhage, we have tried to for. 
mulate a rational approach to the diagnosis and map. 
agement of such patients. Three major factors are cop. 
cerned in this problem, namely: (1) the classification of 
the hemorrhage according to its rate and intensity, (2) 
the determination of the source of the bleeding, and (3) 
the evaluation and control, if possible, of certain other 
factors that often contribute to morbidity and mortality. 
These include the age of the patient, the source of the 
bleeding, the occurrence of hematemesis, the intensity 
and rate of blood loss, and the presence of concomitant 
or complicating diseases. 

We have come to recognize the fact that the correct 
choice as to treatment, medical or surgical, can only be 
decided if the answers to the first two major factors are 
available. Moreover, in addition to certain definite and 
well-established indications for surgical intervention, the 
presence of any of the prognostic factors enumerated 
may turn the balance of decision to that of surgery. Intel- 
ligent management of the patient who has acute bleeding 
from the gastrointestinal tract can thus only be accom 
plished by a systematic and orderly approach. Only by 
this means can we hope to decrease the mortality and 
morbidity of this ever-present condition. 


101 S. 20th St. (3) (Dr. Berkowitz). 
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SEAMLESS SYNTHETIC ARTERIAL GRAFTS 


PRELIMINARY REPORT ON EXPERIMENTAL 
AND CLINICAL EXPERIENCES 
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Frederick H. Taylor, M.D. 
Robert E. McCall, M.D. 
Ronald Duchesne, M.D. 


and 


Gilles Lepage, M.D., Charlotte, N. C. 


Since the first surgical repair by the grafting of arteries 
for occlusions, injuries, or aneurysms, the search for the 
perfect substitute has continued. Particular credit in this 
field goes to the pioneer work of Gross,’ De Bakey,” and 
Hufnagel.* The maintenance of arterial banks is impos- 
sible in many situations. For that reason, we have turned 
to synthetic materials that are cheap, require no care, 
and can be made available to surgeons anywhere. 

We should like to discuss our experiences with knitted 
Orlon and woven nylon, since we have found that these 
materials meet certain strict criteria: 1. They withstand 
sterilization in steam autoclaves without loss of proper- 
ties. 2. These fibers are closely constructed to avoid leak- 
age. 3. Their substance is not heavy or coarse but is 
made of a fine filament with a smooth inner surface. 4. 
These materials are nonirritating when placed in the 
body and are resistant to breakdown and deterioration. 
5. Furthermore, these substances are strong when wet, 
and they resist deformity and stretch in the longitudinal 
plane of fibers under conditicns contained in the experi- 
mental animal and the human body. 

There have been some disadvantages, however. The 
synthetic tubes used in the past have had a longitudinal 
seam, and the material has frayed at the cut edge, making 
it necessary to cuff it for an end-to-end anastomosis with 
the host vessel. This introduced a technical problem of 
having to sew through four thicknesses of material where 
the seam laps were superimposed. We felt that a seam- 
less tube would be much more desirable. Prof. W. E. 
Shinn, of North Carolina State College School of Textiles, 
worked on this problem with us. He devised a method 
for knitting Orlon into seamless straight tubes and Y- 
shaped tubes for aortic bifurcation grafts. Mr. John B. 
Sidebotham, of Philadelphia, has been able to weave 
seamless tubes for us. Both these knitted and woven 
seamless tubes have been used as grafts in dog and in 
human aortas with equal success. 

We have placed these artificial fibers in the thoracic 
and abdominal aortas of 59 dogs and three human beings. 





Pa experimental work was done in the Heineman Laboratory of 
Charlot Memorial Hospital, which is supported by the D. N. Heineman 
“oundation and in part by the Mecklenburg County Chapter of the North 
Carolina Heart Association, Inc, 

The chlorpromazine used in this study was supplied as Thorazine by 
: ith, Kline & French Laboratories, Philadelphia. The chlorpheniramine 
4 supplied as Chlor-Trimeton by Schering Corporation, Bloomfield, N. J. 
' Figure 1 was supplied by Drs. O. Creech, M. E, De Bakey, and D. A. 
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Dr. Michael E. De Bakey and his group, of Baylor Uni- 
versity School of Medicine, have used these materials 
in some 17 patients (fig. 1). Dr. Anthony Curreri, of the 
University of Wisconsin, has used the woven tube for 
the replacement of abdominal aortic aneurysms in two 
patients. 

We have all found that this seamless knit arrangement 
overcomes the disadvantages mentioned. It has features 
that make it more nearly approach the ideal. The knitted 
tube is fabricated of two strands of 150 and 100 denier 
Orlon in each needle of the 80-needle machine and can 
be made available in any and all practical calibers. The 
longitudinal stretch is negligible; however, there is some 
widthwise stretch, which permits a pulsation similar to 
that of a normal artery. The fibers in this tube are not 
coated, nor is the tube stiffened in any manner. We have 
found that coating these grafts with a methacrylate-like 
substance prevents nature from forming an artery that 
has the gross appearance of being normal. It delays or 
prevents the seepage of blood through the mesh material, 





Fig. 1.—A, characteristic appearance of abdominal and common iliac 
aneurysm. B, knit Orion graft in position after removal of aneurysm 


and it is the blood that is trapped in the interstices of 
the fiber that eventually forms the wall of the new artery. 
Examination of specimens after section illustrates these 
points quite clearly (fig. 2B). Plastic fibers are easily 
seen embedded in the two layers of fibrous tissues, demon- 
strating an important point of this type of graft. Ap- 
parently the durability of the artery depends upon its 
elastic tissue. In homografts the elastic tissue largely 
disappears, while in these plastic grafts the artificial fiber 
remains intact. Thus, the fiber seemingly serves as the 
elastic tissue. Furthermore, it has been recognized in 
a homograft replacement that there is occasional aneu- 
rysma! dilatation of the graft itself or of the suture line. 
It is too early for us to make any definite statements, 
but in no case have we seen any indication of weakness, 
either grossly or upon microscopic study. Figure 2A is 
a photograph of the graft removed six months after its 
insertion, showing complete covering by a glistening 
pseudoendothelium. There has been no evidence of an 
aneurysm in any of our 59 experimental animals. Figure 
2B is a photomicrograph of a graft, showing fibrous 
tissue serving as endothelium. Fibrous tissue is inter- 
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meshed through and on external surface of the Orlon 
fiber. Figure 3 is an angiogram showing that the graft 
is patent, with normal blood flow distally and minimal 
indentation of the suture line. This was taken approxi- 
mately six months after insertion of the graft. 

The technical aspects of using artificial-fabric arterial 
grafts are somewhat unique, and so a description of the 
operation in dogs is described. We feel that anyone in- 
terested in using artificial grafts in human patients would 
do well to insert a few grafts into dogs first. This pre- 
liminary practice allows a surgeon to become familiar 
with suturing artificial tubes and also permits him to 
accommodate the momentary bleeding through the fabric 
meshes that occurs when the occluding clamps are re- 
moved. 

Description of Experiments 


Our experiments with artificial artery grafts have been 
done primarily on thoracic aortas of dogs, but we also 
have inserted a few grafts into the abdominal aorta. The 
dog is anesthetized with intravenously given pentobar- 
bital (Nembutal), and anesthesia is maintained with oxy- 
gen given endotracheally with the Thomas positive- 
pressure machine. The body temperature is lowered to 
25-28 C (77 to 82.4 F) by the use of intramuscularly 
and intravenously given chlorpromazine (Thorazine) 
and chlorpheniramine (Chlor-Trimeton). Additional 
cooling is obtained by applying ice over the dog’s body. 
Hypothermia is used so that the aorta can be clamped 
for prolonged periods without ischemic damage to the 
spinal cord. A thoracotomy is performed on the left, and 
the thoracic aorta is mobilized by interrupting several 
pairs of intercostal vessels. The aorta is then occluded 
proximally and distally with Potts’ clamps, a segment 
of the aorta is resected, and the defect is bridged with 
a fabric tube. The anastomoses are done with continuous 
over-and-over 0000 arterial silk sutures. Most of these 


Fig. 2.—A, graft removed six months after its insertion, showing com- 
plete covering by glistening pseudoendothelium. B, wall of graft magnified 
approximately < 50. Dense collagenous tissue is found extending through- 
out the meshes of the fabric, forming a thick outer wall and a thin, smooth 
inner lining (pseudoendothelium). 


artificial aortic grafts measure 3 to 4 cm. in length. After 
both proximal and distal suture lines are completed, the 
distal occluding clamp is released slowly and the graft 
is allowed to fill with blood. The graft leaks fiercely at 
first, but as fine clots enter the cloth meshes they become 
blood-tight in a few minutes. Sometimes the distal clamp 
is removed and reapplied several times before the leakage 
stops. The proximal clamp is released, and again there is 
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leakage; however, after a few moments, the graft become: 
completely blood-tight. We find it advantageous to re. 
pleuratize the graft, for this helps to reinforce it 

Only time will show for certain whether the synthetic 
prostheses are superior to anything that has been useg 
to date. We and 33 other surgeons have used these graft; 


Fig. 3.—Angiogram showing that graft is patent, with normal blood flow 
distally and minimal indentation at suture line (approximately six months 
after insertion of graft). 


successfully in the aorta and common iliacs of 54 patients 
The advantages of artificial arteries are many. Such 
grafts are cheap, compact, and easily stored. They can 
be heat-sterilized and are availabiz in any required length. 
shape, or diameter. These advantages are obvious not 
only in the management of civilian arterial diseases and 
injuries but also in the management of injuries sustained 
in wartime. 


1012 Kings Dr. (7) (Dr. Sanger). 


1. Gross, R. E.; Bill, A. H., Jr., and Peirce, E. C., I]: Methods for 
Preservation and Transplantation of Arterial Grafts, Surg. Gynec. & Obs! 
S88 :689, 1949. 

2. De Bakey, M. E., and Cooley, D. A.: Successful Resection of Anev- 
rysm of Distal Aortic Arch and Replacement by Graft, J. A. M. A. 159: 
1398 (Aug. 14) 1954. 

3. Hufnagel, C. A.: The Use of Rigid and Flexible Plastic Prostheses 
for Arterial Replacement, Surgery 37:165, 1955. 





Splenectomy for Endocarditis——Splenomegaly is present in the 
majority of patients with subacute bacterial endocarditis. The 
common pathologic changes in these enlarged spleens are con- 
gestion, hyperplasia, and infarction. Despite rapid enlargemen! 
and the occurrence of large infarcts, pain in the left upper 
quadrant of the abdomen occurs infrequently. Spontaneous 
rupture is rare. . . . Probably more often than is suspected, 4 
splenic infarct becomes infected. The necrotic material, pro 
tected by a capsule of granulation or fibrous tissue, is excellent 
culture medium for bacteria; antibiotics even in high blood levels 
apparently cannot penetrate the “barrier” to eradicate the 
“focus.” . . . Splenectomy is a valuable therapeutic procedure 
in selected cases of subacute bacterial endocarditis in which ade- 
quate and appropriate antibiotic therapy fails —C. L. Lingeman, 
M.D., E. B. Smith, M.D., J. S. Battersby, M.D., and k. H 
Behnke, M.D., Subacute Bacterial Endocarditis, A. \. 4. 
Archives of Internal Medicine, March, 1956. 
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COUNCIL ON PHARMACY 
AND CHEMISTRY 








NEW AND NONOFFICIAL REMEDIES 


Monographs and supplemental statements on drugs 
that appear in this column have been authorized by the 
Council for publication and inclusion in New and Non- 
official Remedies. They are based upon the evaluation 
of available scientific data and reports of investigations. 


H. D. Kautz, M.D., Secretary. 





lodipamide Methylglucamine.—The bis N-methyl- 
glucamine salt of 3-3’-(adipoyldiimino)bis[{2,4,6-tri- 
iodobenzoic acid].—The structural formula of iodipa- 
mide methylglucamine may be represented as follows: 





I 
0 
¢-NH I 
I C-OH  pe-teaanins 
% H-C-OH 
re) r 
(CHs), 2 HO-G-H 
H-C-OH 
H-C-OH 
: 4 1 
" CH2OH 
“4 » 
I C-OH 
Ne) 


Actions and Uses.—The methylglucamine salt of 
iodipamide is indicated for the same purposes and is 
subject to the same precautions as the sodium salt. (See 
the monograph on sodium iodipamide in THE JOURNAL, 
Nov. 26, 1955, p. 1295.) The drug provides the same de- 
gree of visualization of the biliary tract as the sodium salt, 
but it can be given as a more concentrated solution. 

Dosage.—lodipamide methylglucamine is adminis- 
tered intravenously. The usual dose for adults is 20 cc. 
of a 40% solution (8 gm.), which is the approximate 
equivalent of 40 cc. of a 20% solution of the sodium salt. 


Preparations for use as stated for the foregoing drug are marketed 
under the following name: Cholografin Methylglucamine. 

E. R. Squibb & Sons, Division of Olin Mathieson Chemical Corpora- 
ion, cooperated by furnishing scientific data to aid in the evaluation of 
wdipamide methylglucamine. 





Meprobamate.—2 - Methyl - 2 -n-propyl-1,3-propane- 
diol dicarbamate.—The structural formula of mepro- 
bamate may be represented as follows: 


9. GQ 
H2N- ©-OGt-s —CHeO-C-NHe 
CHs 


Actions and Uses —Meprobamate is the dicarbamate 
ester of a propanediol derivative that is chemically dis- 
inct from another propanediol derivative, mephenesin. 
Studies in animals indicate that meprobamate shares the 
central interneuronal blocking (skeletal muscle relaxant ) 
action of mephenesin but has an action of much longer 
duration. Available clinical evidence indicates that it may 
exert « useful damping effect in certain cases of abnormal 
motor activity seen in athetoid and dyskinetic patients, 
and is sometimes effective as an antispastic agent in 
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fibrositis where muscle spasm predominates. Results 
have been poor in rheumatoid arthritis. Meprobamate 
also exhibits anticonvulsant properties in experimental 
animals, but its value in epilepsy has not been clearly de- 
fined as yet. On the basis of presently available clinical 
evidence, the drug appears to be useful as a mild hypnotic 
in simple insomnia or as a tranquilizing agent that can 
be employed in place of potent sedatives and along with 
psychotherapy in the management of psychoneurotic 
anxiety and tension states. Meprobamate is useful as 
premedication in electroshock therapy to allay preshock 
anxiety and postshock confusion and headache. Pre- 
liminary reports indicate it may be useful in the treatment 
of alcoholism. Its value in paralysis agitans and in man- 
agement of frank psychoses has not been established. 

After systemic absorption, meprobamate is apparently 
conjugated with glucuronic acid in the body and excreted 
in the urine; about 10% is excreted unchanged. Its 
toxicity is low, and tolerance does not appear to develop 
with continued use. Allergic reactions have occurred 
rarely, and gastric discomfort has been observed only 
occasionally. Drowsiness associated with the use of 
meprobamate appears to be an accompaniment of its mild 
somnifacient action rather than a side-effect; hypnotic 
doses are not ordinarily associated with morning “hang- 
over.” No other side-effects have been reported. 

Dosage.—Meprobamate is administered orally. The 
usual dosage for adults is 0.4 gm. three or four times daily. 
For relaxation to promote sleep, a single dose of 0.4 to 
0.8 gm. is taken on retiring. Response to the drug may 
vary in different patients. 

Preparations for use as stated for the foregoing drug are marketed 
under the following names: Equanil; Miltown 
Wallace Laboratories, Division of Carter Products Inc., and Wyeth 


Laboratories, Inc. cooperated by furnishing scientific data to aid in the 
evaluation of meprobamate. 





Phensuximide. — N - Methyl-a- phenylsuccinimide. — 
The structural formula of phensuximide may be repre 
sented as follows: 

fe) 


4/ 
CH-C 

\ 
| N-CHs 


CHa-C. 

Actions and Uses.—Phensuximide, an anticonvulsant 
succinimide compound, differs chemically from barbi- 
turic acid, hydantoin or oxazolidine derivatives, and 
phenacemide. It antagonizes experimentally induced 
pentylenetetrazol convulsions in rats. Clinically, the drug 
is primarily useful in the treatment of petit mal epilepsy, 
but it is less effective and less potent than trimethadione 
and less active against mixed forms of petit mal; however, 
phensuximide is considered a useful addition to the 
armamentarium of antiepileptic drugs and may be used as 
the initial treatment of unmixed petit mal seizures. 

Phensuximide appears to be relatively free from seri- 
ous toxic effects, but it may produce such side-reactions 
as Nausea, vomiting, muscular weakness, drowsiness, and 
occasional skin eruptions. Hematopoietic or serious 
neurological complications have not been encountered. 
Microscopic hematuria observed in some patients has not 
been shown to be caused by phensuximide therapy; how- 
ever, further observations are needed before its toxicity 
in comparison with other anticonvulsants can be conclu- 
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sively established. Until longer experience has been 
gained, periodic blood and urine studies are advisable in 
patients taking the drug for a prolonged period. 

Dosage.—Phensuximide is administered orally. The 
usual oral dosage, irrespective of age, is 0.5 to 1 gm. two 
or three times daily (total daily amount of 1 to 3 gm.). 
Individualization of the dosage is required to elicit op- 
timum response. 


Preparations for use as stated for the foregoing drug are marketed 
under the following name: Milontin. 

Parke, Davis & Company cooperated by furnishing scientific data to 
aid in the evaluation of phensuximide. 
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Report of the Council 


The following paper was presented at the symposium, 
“Some Inorganic Elements in Human Nutrition,” in 
Nashville, Tenn., April 4, 1955. This symposium was 
sponsored jointly by the Nashville Academy of Medicine, 
the Vanderbilt University School of Medicine, and the 
Council on Foods and Nutrition. The other papers pre- 
sented will appear in future issues of THE JOURNAL. 


EUGENE H. STEVENSON, M.S. 
Acting Secretary. 


MAGNESIUM DEFICIENCY SYNDROME 
IN MAN 


Edmund B. Flink, M.D., Minneapolis 


The normal adult human body contains about 20 gm. 
of magnesium, of which 98 % is in the cells and skeleton." 
Because many enzymes require magnesium for optimum 
function, the predominant intracellular position has phys- 
iological significance. Cardiac and skeletal muscle and 
nervous tissue depend on proper ionic balance for nor- 
mal function. The magnesium requirement of man is not 
easy to determine, but diets containing 0.25 to 0.3 gm. 
per day have kept adults in normal balance.? Approxi- 
mately 60% of the ingested magnesium is excreted in the 
feces and the remainder in the urine. 


Experimental Studies 


Kruse, Orent, and McCollum were the first to ex- 
plore thoroughly the production of magnesium deficiency 
in animals.* Weanling rats fed a diet containing only 
1.8 ppm of magnesium developed a_ characteristic 
syndrome. Within 4 days all exposed skin areas became 
vividly red from vasodilation; irritability and hyperex- 
citability became apparent in 8 to 10 days; growth 
stopped; convulsions began to occur by the 18th day, 
and death usually followed the first or a subsequent con- 
vulsion. Tufts and Greenberg observed the same phe- 
nomena and divided the course of deficiency into two 





From the Veterans Administration Hospital and the Department of 
Medicine of the University of Minnesota Medical School. 

Figure 1 is reproduced with permission from Flick, E. B., and others: 
Magnesium Deficiency After Prolonged Parenteral Fluid Administration 
and After Chronic Alcoholism Complicated by Delirium Tremens, J. Lab. 
& Clin. Med. 43: 169-183 (Feb.) 1954. 

Because of space limitations the bibliographic references have been 
omitted from THE JOURNAL and will appear in the author’s reprints. 
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phases: (1) vasodilation, hyperemia, and hyperexcitabij. 
ity and (2) development of malnutrition, cachexia, ang 
kidney damage.* The serum magnesium concentration 
falls quickly in the early phase, rises to a peak nearly nor. 
mal at the onset of hyperexcitability, but then faljx 
gradually to levels as low as 0.83 mEq. per liter. 

Magnesium deficiency is found in cows, calves, and 
horses under certain naturally occurring conditions. The 
serious syndrome of “grass staggers” in cows was recog. 
nized by Sjollema to be associated with severe lowering 
of serum magnesium concentration.’ The syndrome of 
“grass staggers” includes the following manifestations: 
nervousness, restlessness, grazing away from the herd, 
lack of appetite, muscle twitching, unsteady gait, spread- 
ing of the hind limbs, gnashing of teeth, a wild look, and 
constant lowing. Administration of magnesium salts in- 
travenously or subcutaneously is the treatment of choice 
when the hyperexcitability stage has been reached. Oral 
administration of magnesium salts is the preventive treat- 
ment when the syndrome is recognized early. This syn- 
drome occurs one to two weeks after cattle begin grazing 
on new grass in the spring. A recent article by Seekles re- 
affirms the occurrence of hypomagnesemia in this form 
of tetany in cattle.° However, the syndrome is appar- 
ently not entirely specific for animals with a low serum 
magnesium. Calves cannot be raised after the usual pe- 
riod of weaning on a milk diet alone, for they develop 
magnesium deficiency and die.’ 

Brief mention should be made of the pathological 
changes that have been observed in magnesium defi- 
ciency. Cerebellums of birds, rabbits, and rats have been 
found to exhibit degeneration of the Purkinje cells, 
chromatolysis, swelling, vacuolation of cells, and de- 
crease in Nissl staining.* Tubular degeneration, calcifica- 
tion, atrophy and fibrosis of corticomedullar regions, 
and changes in glomerular capsule occur in kidneys of 
rats, rabbits, hamsters, and calves.° The livers of calves 
and rats exhibit proliferation of fibroblasts in the peri- 
portal areas, fatty metamorphosis of cells in some in- 
stances, and extensive scarring in a few.?® Extensive de- 
generation of Purkinje fibers, myocardial hemorrhages, 
and calcification of myocardial fibers may be found in 
the hearts of calves.'°® The basic pathological lesion ap- 
pears to be an inflammatory reaction in loose mesenchy- 
mal tissues followed by scarring. Some authors find no 
specific pathology.” 

The studies of magnesium concentration in tissues of 
animals deficient in magnesium have been disappointing 
for the most part. Cotlove and co-workers have showed 
significant though relatively small decreases of intracel- 
lular magnesium concentrations in rats that are so de- 
ficient.'* The skeleton is depleted rather rapidly of about 
one-third of its magnesium content.'® Blaxter and asso- 
ciates could find no difference in tissue magnesium con- 
centrations in calves deficient in magnesium.”” A period 
of many hours to several days is required to stop the 
manifestations of magnesium deficiency in rats ** and in 
cattle.'° This fact suggests cellular deficiency. 


Clinical Studies 


Normal values for serum magnesium vary slightly de- 
pending on the method used. We have found a mea" 0! 
1.91+0.2 mEq. per liter by the molybdivana: ate 
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method ‘° and 2.27+0.26 mEq. per liter by the titan yel- 
iow method.'* The serum probably does not always re- 
fect the body stores of magnesium, just as it fails to show 
potassium stores in diabetic acidosis and other illnesses. 

Evidence of magnesium deficiency in man is not as 
clearly defined as it is in animals, since there are many 
reports of low serum magnesium levels without any char- 
acteristic symptoms '*; however, Hirschfelder reported 
muscle twitching and convulsions in patients who had 
low serum magnesium concentrations.'* These patients 
had either severe renal disease or toxemia of pregnancy. 
Miller reported relief of tremor and muscle twitching by 
the oral administration of magnesium sulfate in a 6-year- 
old boy.”’ The lowest magnesium concentration reported 
was 0.5 mEq. per liter. Low serum magnesium concen- 
trations have been found when magnesium-free intra- 
yenous fluids are used postoperatively and in persons 
with the following conditions: malignancy, diabetic 
acidosis during treatment, chronic renal disease, recovery 
from acute renal insufficiency, congestive cardiac failure, 
epilepsy, lupus erythematosus, hyperthyroidism, acute 
and chronic pancreatitis, toxemia of pregnancy, asthma, 
cirrhosis, infantile tetany, and severe starvation.*! 

The development of magnesium deficiency has been 
well established in diabetic acidosis. Butler and his co- 
workers found a loss of 0.8 mEq. of magnesium per 
kilogram of body weight during the development phase.** 
Nabarro and others studied diabetic acidosis during the 
recovery phase and concluded that there is a deficit of 
4() mEq. of magnesium per 1.73 sq. m. of body surface.*" 
During treatment of diabetic acidosis, Martin and co- 
workers found that the initial magnesium level was higher 
than normal and that the level during the recovery phase 
fell rapidly.** 

Contrary to many reports in the past, our study indi- 
cates that clinical symptoms relating to magnesium de- 
ficiency occur frequently and that treatment with mag- 
nesium salts is beneficial in some patients. A given pa- 
tient may have no symptoms or detectable signs even 
though his serum magnesium concentration is very low.'"” 
Interest in the clinical manifestations of magnesium de- 
ficiency stems from a case reported previously.** During 
recovery from severe hypopotassemic alkalosis, this pa- 
tient developed tremor, severe athetoid and chloreiform 
movements, delirium, and convulsions. Her serum mag- 
nesium level was 1.19 mEq. per liter. Tremor, delirium, 
and other manifestations cleared in 24 hours after ad- 
ministration of 4 gm. of magnesium sulfate. Also of in- 
lerest in this patient was the development of a periph- 
eral neuropathy with very painful paresthesias of the 
legs and a severe burning sensation of the feet. These 
symptoms cleared dramatically with pantothenic acid 
therapy. Since then, 10 other nonalcoholic but chron- 
ically ill patients have had tremors similar to those seen 
in the patient; some of them developed delirium as well. 
In some patients the recovery from a serious illness ap- 
peared to be related to magnesium therapy. A recent 
¢xample in this group is worth reporting briefly. 

A cholecystectomy was performed on a 66-year-old 
patient with symptoms of acute cholecystitis. A subhe- 
Patic cbscess was drained six days later. On the 10th day 
hydro. ortisone was given intravenously, and then corti- 
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sone was administered intramuscularly every day. Intra- 
venous infusions were given throughout the postoperative 
period, and the patient received daily infusions of alco- 
hol from the 10th to the 15th day for caloric supple- 
ment. On the 14th day he became disoriented and very 
tremulous, with much athetoid and choreiform activ- 
ity—to the extent that it was feared that convulsions 
would occur. He was given 8 gm. of magnesium sulfate 
intramuscularly in four doses; 36 hours later he was 
oriented and the tremor was greatly reduced. For three 
days he was given 4 gm. per day, but, when the dose was 
reduced to | gm. per day, the whole sequence recurred 
on the 22nd postoperative day. The second episode re- 
sponded more quickly to magnesium sulfate therapy. The 
initial magnesium level of 1.52 mEq. per liter rose to 
2.45 a day later. At the time of recurrence of manifesta- 
tions, the level was again 1.50 mEq. per liter. 

Chronic alcoholic patients who developed tremor or 
delirium constituted the largest group with manifesta- 
tions of magnesium deficiency. A group of 30 such pa- 


TABLE 1.—Summary of Serum Maenesium Concentrations for 
Various Groups of Patients 


Serum Maenesiur mky I 


Molyto«i 
vanadate Titan Vellow 


No Method Method 


*utients Mean 8S.D 


~_ 


Normals ol > Of » OT + 4 
30 Previously reported 140 > 0.24 
23 Alcoholism—tremor > delirium 1 + O38 
22 Alcoholism—tremor ~ delirium ‘ - O4 
5 Nonaleoholic—tremor > deliriu: Loa > O10 


h Nonaleoholic—tremor + deliriu 
Iti Delirium tremens t ... 1.70 > 0.21 
Delirium tremens ¢ 
Cirrhosis—no symptoms from 
ammonium chloride wa + 4 
5 Cirrhosis—moderate symptoms 
from ammonium chloride 
7) Cirrhosis severe symptoms from 
ammonium chloride .. I 


" See footnote 24 
t Patients from the Minneapolis General Hospit 


tients has been reported.** The first patient attracted at- 
tention because of striking similarity of the muscular 
and nervous manifestations to those of the patient men- 
tioned earlier who first aroused interest in these symp- 
toms. The average serum magnesium concentrations of 
this group and others are recorded in table 1. Since this 
report, a larger group has been observed, and the average 
serum concentrations have also been recorded. Mag- 
nesium sulfate therapy was given to a majority of these 
patients. Although magnesium therapy was variable, a 
general statement of the range of dosage can be made fo 
both groups of patients. On the first day 8 to 10 gm. of 
magnesium sulfate (0.8 to | gm. of magnesium) was ad- 
ministered intramuscularly in four or five divided doses. 
Occasionally a smaller dose (3 to 4 gm.) was given. 
A 50% sterile solution of magnesium sulfate was used. 
On the following days 4 gm. (8 gm. in some instances) was 
administered in four divided doses. Therapy was con- 
tinued three to five days or longer. These amounts of mag- 
nesium did not cause high concentrations of serum mag- 
nesium, not over 3 mEq. per liter in any case. One of the 
more striking examples of progress with therapy is illus- 
trated by figure 1, in which the course is well shown by 
the changes in the patient's ability to write. 
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Many individual reports of similar apparent benefit 
from magnesium sulfate therapy could be cited. Not all 
of our patients responded to therapy dramatically; some 
required 60 to 80 hours for clearing of delirium. One pa- 
tient died shortly after magnesium therapy was started, 
but autopsy findings showed that he had had extensive 
hemorrhagic pancreatitis. Another patient who had had 
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Fig. 1.—Handwriting indicating the patient’s amount of tremor and the 
ability to cooperate. Part of the name is obliterated for medico‘egal 
reasons. 


a seizure before admission came to the hospital after a 
four-day spree of drinking. He had severe acidosis, neu- 
trophilic leukocytosis, fever, dyspnea, tachycardia, and 
tachypnea. A strong odor of alcohol was noted on his 
breath. His initial serum magnesium level was higher 
than the normal mean—2.66 mEq. per liter. Magnesium 
sulfate solution was given intramuscularly the first day. 
The patient was oriented the second day, but at midnight 
he became progressively worse, developed a high fever, 
and died 42 hours after admission. Extensive broncho- 
pneumonia and pulmonary edema were found at autopsy. 
He had been given too much fluid sodium chloride and 
sodium bicarbonate (815 mEq.). Although the patient 
had bronchopneumonia, nevertheless the outcome repre- 
sents a failure of therapy. 

A group of 44 patients with delirium tremens was 
treated at the Minneapolis General Hospital. The mean 
serum magnesium concentrations are recorded in table 1. 
Twenty-six patients were treated with magnesium sulfate 
and 18 with conventional treatment without magnesium. 
Each of the first 36 patients was placed alternatively in 
the treatment or control group, but the last 8 were all 
treated with magnesium (table 2). In this controlled study 
the patients were admitted primarily for treatment of de- 
TasLe 2.—Duration in Hours of Manifestations of Symptoms 

of Delirium Tremens * 


Group Given 
Magnesium Control 


Sulfate Group 
a — at ” ste i ‘io 
Symptoms S.D. S.D. t p 

ere 65 34 105 nO 2.97 <0.01 
Hallucinations 

ry 24 13.8 36.5 37 1.25 <6.2 

ee 24 10.9 44.5 39 2.1 <0.05 
Disorientation......... 33.6 16.7 40 42 reer 
akc cavdsresss 47 33.8 63 34 1.45 <0.2 

* Times of complete disappearance of the manifestations are recorded. 


The mean and standard deviation of the mean of each manifestation 
are recorded. The t and p values are derived from Fisher, R. A.: 
Statistical Methods for Research Workers, ed. 10, London, England, 
Oliver & Bond, Ltd., 1946. 
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lirium tremens. The average duration of each manifesta. 
tion was shorter in the treated group as compared with 
the control group, but there was a statistically significant 
difference only in the duration of tremor and of visya| 
hallucinations. The mean serum magnesium concentra- 
tion for the treated group is higher than for the group 
previously reported (see table 1). The means for each 
group, however, are significantly different statistically 
from the normal means (p < 0.01). In the past, magne- 
sium sulfate has been used empirically because of hyp. 
notic effect with good results in the treatment of delirium 
tremens.*° 

Victor and Adams have analyzed in great detail the 
course of delirium in alcoholic patients.** The majority 
are mild cases, which they classify as “alcoholic tremu- 
lousness.” They reserve the term “typical delirium tre- 
mens” for the severe form characterized by psychomotor, 
speech, and autonomic overactivity, disorientation, con- 
fusion, disordered sense perception, and frequently a 
fatal outcome. A striking manifestation in their nonfatal 
cases was the recurrence of episodes lasting from 3 to 3! 
days in 10 out of 86 of their patients. Fifteen of 101 pa- 
tients died. 

In the present study convulsions occurred in 11 pa- 
tients who had delirium or tremor, or both. Convulsions 
may Occur at the onset of delirium or at any time during 
the course of the illness. The mean magnesium concen- 
tration of these patients was 1.42 mEq. per liter. Con- 
vulsions are not immediately prevented by magnesium 
therapy. Similarly, in animals deficient in magnesium, 
convulsions and hyperexcitability to noxious stimuli are 
not immediately corrected by the injection of magnesium 
salts, but magnesium will gradually correct the deficient 
state.*" One of the patients not being treated with mag- 
nesium died after convulsions; another died after hemor- 
rhage from esophageal varices, and the history of the 
third has been cited previously as a failure of therapy. 
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Fig. 2.—Spontaneous recovery of patients from mild episodes of de- 
lirium tremens as shown in serum magnesium levels. 


The spontaneous course of magnesium concentrations 
in patients with mild to moderate symptoms that cleared 
without any specific therapy is indicated in figure 2. 
These patients are selected only in so far as serial «¢- 
terminations were obtained; the illness was mild enov zh 
to warrant no particular therapy. It is evident that ‘1 
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jow serum concentrations rise at variable rates. Melling- 
hoff has followed the course of a group of severely starved 

rsons.*'* Some had very low levels for as long as 12 
weeks, but after one-half to one year the serum magne- 
sium concentration returned to normal. This observa- 
ion probably has real significance in cirrhosis and other 
gvere chronic debilitating diseases. 
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Fig. 3.—Administration of ammonium chloride in hepatic cirrhosis. 
The perpendicular bars indicate the standard deviation of the means of 
the group of patients without symptoms from administration of ammonium 
chloride. 


In one of the patients with hepatic cirrhosis, delirium, 
stupor, and tremor developed after the use of ammonium 
chloride as a diuretic.** The serum magnesium concen- 
tration was 1.31 mEq. per liter. Subsequently, 35 pa- 
ients with cirrhosis caused by alcohol were studied dur- 
ing the administration of ammonium chloride.** Very 
ill patients were excluded, but the degree of jaundice 
and the presence of ascites were not considered to be 
reasons for exclusion, unless the associated subjective 
and neurological symptoms were severe. A daily dosage 
of 10 gm. of ammonium chloride was given orally for 10 
days or longer if tolerated. The patients were divided 
into the following categories: (1) severe symptoms (con- 
fusion, delirium, or impending coma) necessitating dis- 
continuance of ammonium chloride therapy—S patients, 
(2) mild to moderate nervous and mental symptoms and 
signs not severe enough to warrant discontinuance of 
ammonium chloride therapy—S patients, (3) no nervous 
or mental symptoms—25 patients. No patient had re- 
mote sequelae from the use of ammonium chloride, but 
three patients were severely ill for several days. 

Figure 3 represents the course of the serum magnesium 
concentrations in the three groups. The largest group 
is represented by the mean concentration and the stand- 
ard deviation of the mean. The patients in whom symp- 
toms developed are represented individually. Figure 4 
tepresents the mean and standard deviation of initial 
magnesium concentrations in each group. The mean of 
group 1 (1.37 + 0.15) is significantly different from that 
of group 3 (1.94 + 0.30; p < 0.01). The mean of group 2 
(1.65 + 0.25) is also significantly different from that of 
group 3, but the separation is less distinct (p < 0.25). As 
an a\crage, group | patients had more severe impairment 
of liver function but no greater than did many persons in 
grou»s 2 and 3. 
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Phillips and co-workers noted the development of a 
“flapping” tremor and confusion or coma in some pa- 
tients with cirrhosis when given ammonium salts, urea, 
or high-protein diets.** A majority of patients with cir- 
rhosis did not develop these symptoms. These investi- 
gators also observed that some of their patients in whom 
coma developed spontaneously had elevated blood levels 
A recent review by McDermott, Adams, and Riddell 
has summarized much of this experience.*’ Magnesium 
precipitates ammonium ion as ammonium phosphate and 
is important in the function of cholinesterase, co- 
enzyme A, and many other enzymes.*' A high protein 
intake enhances and hastens the development of manifes- 
tations of magnesium deficiency in rats.** In animals 
depleted of protein, magnesium deficiency decreases 
the protein synthesis to the same extent as does potas- 
sium deficiency.** Finally, feeding a magnesium-de- 
ficient diet containing 14% protein to adult rats depleted 
of protein results in manifestations similar to magnesium 
deficiency in young rats, but a 7% protein diet with the 
same magnesium content does not produce this effect." 


Summary 


Magnesium deficiency appears to be manifested by 
gross muscle tremor, choreiform movements, and, in 
some instances, by convulsions. Delirium of varying de- 
grees of severity may accompany the nervous manifesta- 
tions. The manifestations in man, as well as in animals, 
are different from those manifestations that are produced 
by hypocalcemia. 

Chronic alcoholism appears to be an important cause 
of a magnesium deficiency syndrome. Prolonged admin- 
istration of magnesium-free parenteral fluids also results 
in a magnesium deficiency syndrome in some patients. 
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Fig. 4.—Administration of ammonium chloride in hepatic cirrhosis 

The means and standard deviations of the magnesium concentrations on 
the first day of administration are represenied by a line and a bar 


Patients with hepatic cirrhosis who have very low serum 
magnesium levels are particularly apt to develop serious 
nervous and mental symptoms when ammonium salts 
are administered. Administration of magnesium salt in 
doses that are not hypnotic appears to benefit patients 
with delirium tremens and patients who have low magne- 
sium concentrations from any cause and have tremor with 
or without delirium. 
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NOMINATIONS FOR DISTINGUISHED 
SERVICE AWARD 


All members of the Association as well as state and 
county medical societies are urged to submit names for 
consideration for one of medicine’s highest awards, the 
A. M. A.’s Distinguished Service Award. Nominations 
for the 1956 award, together with descriptive material 
and background information, must be received by the 
Secretary-General Manager’s office no later than May 25. 
The House of Delegates will make the final selection from 
a list of three names submitted by the Board of Trustees. 
Formal presentation of the award, including a gold medal 
and citation, will be made during the Presidential Inaugu- 
ral Ceremony June 12 in Chicago. Since 1938, 18 phy- 
sicians have received this award. Last year’s recipient 
was Dr. Donald C. Balfour of Rochester, Minn., who was 
thus honored for outstanding contributions in the field of 
general surgery. 


KEROSENE POISONING IN CHILDREN 


The accidental ingestion of kerosene by children is 
the most common cause of poisoning in the South. Bain ' 
states that petroleum products were responsible for 25% 
of the deaths of children under 5 years of age in the 
United States during 1949 and 1950. The regional death 
rate for 12 southern states for accidental poisoning in 
children under 5 years was 1.41 per 100,000 for petro- 
leum products. This is nearly four times the rate for 
acetylsalicylic and salicylic acid poisoning. 

McNally * recently reviewed major findings in 204 pa- 
tients who had ingested kerosene who were admitted to 
City Hospital, Mobile, Ala., from 1946 through 1954. 
Ages ranged from 8 to 60 months, with an average of 
20.5 months. Abject parental carelessness was responsi- 
ble for all of these poisonings. Kerosene was left in 
glasses, cups, and beverage bottles easily accessible to 
the children, who had previous opportunities to drink 
from the same containers. All of the children evinced 
upper respiratory tract symptoms; 5 developed dyspnea, 
and 11 became cyanotic. Gastrointestinal symptoms oc- 





1. Bain, K.: Death Due to Accidental Poisoning in Young Children, 
J. Pediat. 44: 616 (June) 1954. 


2. McNally, W. D.: Kerosene Poisoning in Children: A Study of 204 
Cases, J. Pediat. 48: 296 (March) 1956. 
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curred in 27.5% of the patients. Forty per cent of the 
children were lethargic and eight were semicomatose, by, 
none had convulsions. Listlessness and somnolence were 
prominent symptoms, even in patients who ingested 
small amounts of kerosene. 

According to McNally, the dangers of accidental poi- 
soning by kerosene and the measures necessary to pre- 
vent its ingestion by small children should be repeatedly 
stressed to both the general public and the medical pro- 
fession. Parents should be just as cautious about kero. 
sene as they are about other toxic substances found in 
the household. Ordinarily, the oil is purchased in gal- 
lon jugs bearing no label of caution to inform the public 
that it is a poison. In the case of petroleum products, 
laws should be enacted to label as poison, with precau- 
tions, containers sold to the public. An additional educa- 
tional measure would harness the press, radio, and tele- 
vision for the purpose of communicating the dangers 
associated with leaving toxic household articles and drugs 
within the reach of young children. 


SIGNIFICANCE OF MEDICAL 
EDUCATION WEEK 


Medical Education Week, scheduled for April 22-28, 
offers a unique challenge and opportunity to the medical 
profession to assist in the interpretation of this important 
field of education to the general public. The concept of 
Medical Education Week originated with the National 
Fund for Medical Education as a means of focusing na- 
tionwide attention on the accomplishments and signif- 
icance of medical schools, as well as the current problems 
and challenges confronting them as they seek to carry out 
their responsibilities in teaching, research, and service. 
Sponsorship of Medical Education Week includes the 
American Medical Association, the American Medical 
Education Foundation, the Association of American 
Medical Colleges, the National Fund for Medical Edu- 
cation, the Student American Medical Association, and 
the Woman’s Auxiliary of the American Medical Asso- 
ciation. 

Medical schools constitute one of the most important 
factors in the preparation of individuals to undertake the 
increasingly difficult challenges confronting them in the 
modern practice of medicine. The vast accumulation of 
new scientific knowledge applicable to medicine during 
recent years has necessitated almost constant study and 
curriculum readjustment within the schools so that they 
may conduct educational programs furnishing a back- 
ground of experience in keeping with current needs. 
These readjustments have necessitated material augmen- 
tation in physical facilities, equipment, and maintenance. 
They have also necessitated the addition of highly qual- 
ified teaching and research personnel, for, regardless of 
their importance, buildings, equipment, and other facil- 
ities are inanimate and without qualified personne! as 
teachers and investigators they can serve no effective pur- 
pose. In general, financial rewards for those engaged in 
teaching and research have not kept pace with economic 
readjustments in other areas of professional activity ur- 
ing recent years. Medical schools have, therefore, faced 
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e difficulties in recruiting and holding qualified 


increas : 
staff personnel because of comparatively low academic 


salaries 

Last year 81 approved medical schools enrolled 
98.583 students and graduated 6,977 physicians. A quar- 
ter of a century ago there were 76 approved schools that 
enrolled 21,982 students and graduated 4,735 physi- 
cians. This year there are 82 approved schools of med- 
icine in the United States, and by 1960 there will be at 
least 85 such institutions. The medical profession has 
played an important role in cooperation with the schools 
in the voluntary leadership assumed in insisting on sound 
standards of basic medical education as essential prepa- 
ration for the practice of medicine. American medicine 
has reason to take pride in its professional schools and in 
the important function it has carried in maintaining high 
educational standards and in encouraging the search for 
new knowledge. 

The American public also has reason to take pride in 
the nation’s medical schools and should be made more 
fully aware of their contribution. The increase in life ex- 
pectancy at birth from less than 50 years at the turn of the 
century to approximately 70 years today is no accident 
of fate. In partnership and cooperation with other per- 
sonnel and organizations concerned with the health of 
the nation’s population, physicians have constantly been 
striving for the prevention and elimination of those dis- 
eases in which knowledge makes such objectives pos- 
sible. They continue to seek additional scientific informa- 
tion that may aid in making further inroads in the many 
unsolved problems, as well as the new challenges that 
have arisen in association with augmentation of the aver- 
age life span. It is one of the responsible functions of 
medical schools and their faculties of highly qualified 
scientists to continue to search for such answers, to test 
and carefully evaluate newly accumulated evidence, and 
to effectively introduce into medical teaching those de- 
velopments that have proved to be sound and useful in 
medical care. 

During this week when attention is being focused on 
medical education there is an opportunity for all physi- 
clans to assist in interpreting its accomplishments and sig- 
nificance, as well as its current problems and the urgent 
need for greater financial support from all segments of 
the American public. This week has great significance to 
the medical profession as well as to the medical schools, 
for the need for financial assistance is urgent and the 
future of some aspects of medical education rests in the 
balance, depending upon the availability or lack of addi- 
tional financing. Wholehearted cooperation on the part 
of the medical profession is urged in effectively inter- 
Preting the mission of medical schools and their respon- 
sibilities, accomplishments, and needs to the American 
Public. Without increased widespread interest and sup- 
Port from the profession and the public at large, medical 
education will face the possible loss of some of the great 
strides it has made in recent years. Our challenge as a 
Profession is to assist in making Medical Education Week 
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an outstandingly successful effort that will arouse greatet 
interest and stimulate augmented support from the en- 
tire nation. 


INDUSTRY NEEDS PHYSICIANS 


“Occupational medicine is that branch of medicine 
which deals with the relationship of man to his occupa- 
tion, for the purpose of the prevention of disease and 
injury and the promotion of optimal health, productivity 
and social adjustment.” This definition was agreed on at 
the Conference on the Education of Physicians for In- 
dustry in Pittsburgh in December. A growing interest in 
this subject, springing from a growing need, has been evi- 
dent in the past 30 years. Industry is accepting on an ever- 
widening scale the concept that the health of the worker 
is a basic asset and that it is closely related to efficiency. 
Health has to do with optimal adjustment of the total 
person to his total environment.' Many persons with no 
major anatomic or physiological defects function below 
their optimal level because of a failure to make such an 
adjustment, while others who have adjusted successfully 
carry on and accomplish important tasks apparently ob- 
livious of defects that could legally be classified as dis- 
abling. The need for preventive medicine in industry 
has been increased through the trend toward group in- 
surance programs supported in part by the employer and 
covering nonoccupational illnesses. 

The growing need for physicians trained in preventive 
medicine and administration presents the medical pro- 
fession with a challenge that it must meet or see the 
leadership in this field fall into the hands of lay persons. 
When a pressing need becomes evident, it must be met in 
some way. Those with foresight will do all in their 
power to see that it is met in the best way possible. In 
this instance medical leadership is definitely called for. 
A start must be made in the medical schools. Already 
these schools are being aided financially by large indus- 
tries. It is only reasonable, therefore, that these industries 
should expect some recognition by the medical schools 
of the medical problems peculiar to them. 

The industrial physician, far from competing with the 
private practitioner, is a valuable source of referral, and 
through mutual cooperation a better solution of the 
health problems of the worker can be made.? One of 
the chief functions of the industrial physician is to de- 
termine the employee’s physical fitness for a proposed 
job. He must also apply the principles of environmental 
sanitation to his plant and advise management in all 
matters pertaining to the health of the workers. The 
physician in private practice is often called on to fill out 
insurance forms or to act as part-time physician for 
smaller companies unable to afford a full-time physician. 
Such a doctor often complains of the tiresome paper work 
involved, but he should realize that this is an indication of 
a greater concern of employer for worker, which is in 
itself a good thing, and that this interest is a bulwark 
against state medicine. 





1. Wade, L.: The Problems of Industrial Health as Seen by the Med 
ical Administrator, J. M. Educ. 31:21 (March, pt. 2) 1956 

2. Kiefer, N. C.: Responsibilities of Society for Health in Our Ind.\s 
trial Worid, J. M. Educ. 31:8 (March, pt. 2) 1956 









FEDERAL MEDICAL LEGISLATION 
Second Session, 84th Congress 


Alaska Mental Health Program 


Senator Watkins (R., Utah) has introduced S. 2973, 
a measure identical to H. R. 6376, which passed the 
House of Representatives Jan. 18, 1956. It would trans- 
fer from the federal government to the Territory of 
Alaska the responsibility and authority for hospital care 
and treatment of the mentally ill of Alaska. The com- 
mitment and hospital procedures would be modified in 
accordance with a model commitment that has been 
sponsored by the American Psychiatric Association and 
the Council of State Governments and adopted in six 
states. Financial arrangements provide for three types of 
grants for the territories: (1) 6 million dollars available 
over a 10-year period, administered by the Public Health 
Service to carry out a comprehensive mental health pro- 
gram including inpatient and outpatient care of the men- 
tally ill; (2) $6,500,000 for construction of a hospital 
and other facilities in Alaska needed to carry out this 
comprehensive program; and (3) one million acres of 
public land, the income therefrom to meet expenses of 
operation and maintenance of medical facilities in caring 
for the mentally ill of Alaska. This measure was referred 
to the Interior and Insular Affairs Committee. 


Tax Postponement for the Self-Employed 


Senator Langer (R., N. D.) has introduced two bills, 
S. 2976 and S. 2977, identical with H. R. 9 (Jenkins) and 
H. R. 10 (Keogh), to encourage the establishment of 
voluntary pension funds by individuals. The measure 
would allow for the purpose of personal income tax cal- 
culation, the deduction of 10% of earned income, or 
$7,500 annually, whichever is the lesser, but not to ex- 
ceed $150,000 in a lifetime. Such funds would have to be 
paid into a restricted retirement fund or an annuity con- 
tract. Income tax would be deferred until the insured re- 
ceives his retirement income. This measure was referred 
to the Finance Committee. 


Extension of the Poliomyelitis Vaccination 
Assistance Act 


Senators Hill (D., Ala.) and Smith (R., N. J.), in 
S. 2990, introduced the administration’s bill to extend 
the termination date of the Poliomyelitis Vaccination 
Assistance Act to June 30, 1957, to authorize expendi- 
ture of unexpended appropriations for fiscal 1956, and 
to authorize an additional 30 million dollars for pro- 
curement of vaccine. The bill in the House was H. R. 
8404 (Priest; D., Tenn.); it was enacted and became Pub- 
lic Law 411. 


Disability Eligibility Liberalization 
Representative Davis (D., Ga.), in H. R. 8550, would 


amend the social security act to provide that an indi- 
vidual may qualify for the disability freeze with 40 quar- 
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ters of coverage, regardless of when such quarters oc. 
curred. The present law requires that individuals to be 
eligible for the disability freeze must have been employed 
in covered employment and have made contributions to 
the OASI Trust Fund for (1) 1% years out of the last 
3 years; (2) 5 out of the last 10 years; and (3) have been 
covered for half the time since 1950, or alternatively for 
10 years. All three conditions must be met under the 
present law. Under the Davis proposal, thousands of per- 
sons who have been outside of the labor market or out- 
side covered employment in recent years would be eligi- 
ble for the disability freeze benefits and, if H. R. 7225 
is enacted, would be eligible for disability payments im- 
mediately. This measure was referred to the Ways and 
Means Committee. 


Three-Year Presumption for Arthritis, Psychoses, 
and Multiple Sclerosis 


Congressman Flood (D., Pa.), in H. R. 8583, would 
amend the Veteran’s Regulations to provide that ar- 
thritis, psychoses, or multiple sclerosis, developing a 10% 
or more disability within three years after separation 
from active service, shall be presumed to be service-con- 
nected. The present service regulations provide that ar- 
thritis becoming manifest, to a degree of 10% or more, 
within one year of separation from active service shall 
be presumed to be service-connected; psychoses, a one- 
year presumption for compensation purposes and two 
years for hospitalization; and multiple sclerosis, a two- 
year presumption of service-connection. This bill was re- 
ferred to the Committee on Veterans’ Affairs. 


Medical Care for Coast Guard and Dependents 


Senator Kefauver (D., Tenn.), in S. 3017, proposes 
to provide for hospitalization and treatment of members 
of the Coast Guard and their dependents in hospitals and 
other medical facilities in the armed services, under the 
same conditions that apply to members of the armed 
forces and their dependents. Currently they are eligible 
for care only in Public Health Service hospitals or in 
overseas military installations. This measure was referred 
to the Interstate and Foreign Commerce Committee. 


National Morbidity Survey Act 


Senators Hill (D., Ala.) and Smith (R., N. J.), in 
S. 3076, Congressman Priest (D., Tenn.), in H. R. 8913, 
and Congressman Wolverton (R., N. J.), in H. R. 9016, 
have introduced the administration’s bill to provide for 
a continuing survey and special studies of sickness and 
disability in the United States with periodic reports of the 
results thereof. Appropriations would be authorized to 
enable the Surgeon General to make sample surveys OF, 
by other means, make special studies of the population to 
determine their extent of illness, disability, and re!ated 
information. Included in surveys could be (1) nuniber, 
age, sex, ability to work at or engage in other activitivs of 
occupations, and activities of persons afflicted with 
chronic or other diseases or injuries or handicapping -0n- 
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(2) types of disease or handicapping conditions; 


dition» : 
(3) lenzth of disability; (4) amounts and types of services 


received because of such conditions; and (5) economic 
and other impacts of such conditions. The Senate bill was 
referred to the Committee on Labor and Public Welfare 
and the House bills to the Committee on Interstate and 
Foreign Commerce. 


Commission on Nursing Services 


Congresswoman Bolton (R., Ohio) proposes, in H. J. 
Res. 485, to establish a Presidential Commission on 
Nursing Services to gather by scientific methods authori- 
tative data relating to problems of the patient and the 
public in securing adequate nursing service. The Com- 
mission would be composed of 15 members appointed by 
the President, with its members being chosen from indi- 
viduals in the field of medicine, nursing, administration 
of hospitals, public health agencies providing nursing 
services, and recognized authorities in the fields of social 
science, education, accounting, and management. The 
Commission would expire not later than two years from 
the date of enactment of the resolution. Interim and final 
reports to the president would be required. This measure 
was referred to the Committee on Interstate and Foreign 
Commerce. 


Federal Aid for Postgraduate Public Health Education 


Congressman Thompson (D., N. J.), in H. R. 8859, 
has introduced a measure that would amend the Public 
Health Service Act to provide an emergency five-year 
program of grants and scholarships for postgraduate edu- 
cation in the field of public health. This measure is identi- 
cal to §. 1859, introduced in the first session of the 84th 
Congress, and would: (1) authorize the appropriation of 
5 million dollars over a five-year period toward school 
construction, including enlarging the staff and maintain- 
ing and operating school facilities; (2) authorize 5 mil- 
lion dollars over a five-year period towards construction 
but not more than 50% of the construction cost would 
be contributed by the federal government; and (c) author- 
ize, over a six-year period, $1,500,000 for scholarships. 
Maintenance costs could not exceed 15% of the basic 
operating costs of graduate instruction, plus $500 for 
each full-time student enrolled in excess of 30 students, 
and an additional sum of $500 for each full-time student 
enrolled in excess of the school’s average past enrollment 
of such students. The maximum payment to any school, 
however, could not exceed 50% of the basic operating 
cost of the school. This measure was referred to the Com- 
mittee on Interstate and Foreign Commerce. 


Hospital Survey and Construction Act Extension 


Senators Hill (D., Ala.) and Smith (R., N. J.), in 
S. 3075, Congressman Priest (D., Tenn.), in H. R. 8912, 
and Congressman Wolverton (R., N. J.), in H. R. 9017, 
have introduced identical bills to extend the Hospital 
Survey and Construction Act for an additional two years 
from June 30, 1957, to June, 1959. Included would be 
the 1954 amendments, for diagnostic or treatment cen- 
ters, hospitals for the chronically ill, rehabilitation facil- 
‘tes, ond nursing homes. The Senate bill was referred to 
the Committee on Labor and Public Welfare and the 
Hous» bills to the Committee on Interstate and Foreign 
Commerce. 





ORGANIZATION SECTION 1413 


COUNCIL ON NATIONAL DEFENSE 


A letter recently received by the Council on National 
Defense of the American Medical Association provides 
an opportunity to point out some of the services avail- 
able from the Council to the medical profession. The cor- 
respondent, a major in the Medical Corps of the Army, 
wrote, “ I have received your letter of 16 March 1956 in 
which you gave me the information I requested regard- 
ing my military obligation under the Doctor Draft Act 
and my reserve commitments. I wish to thank you for 
the prompt and exact reply. With your help I was able 
to complete several necessary long-range plans. It is cer- 
tainly a pleasure to find such service as you have given 
me available on such short notice.” 

The Council replies to several hundred inquiries each 
year from physicians concerning their military and selec- 
tive service obligations. Legislation affecting military 
medical affairs is followed in the Congress. Laws passed 
on this subject, including implementing directives of the 
Department of Defense and the military services, are cur- 
rently reviewed by the Council. A survey of physicians 
being released from active military service has been con- 
ducted by the Council since July, 1952. The survey is 
primarily designed to obtain information on the utiliza- 
tion of physicians and medical staffing conditions in the 
armed forces. The replies from this survey have been a 
guide for discussions with the military departments. The 
Council furnishes assistance to physicians being released 
from active military service by providing information 
concerning available civilian medical opportunities. This 
program has been well received by a large number of par- 
ticipating physicians. The Council, for several years, has 
studied such matters as the military procurement pro- 
gram for physicians, equalization pay, incentive policies, 
utilization of medical officers, and development of gradu- 
ate educational programs for physicians on active mil- 
itary duty. Reports on these and other subjects are pe- 
riodically published in THE JOURNAL or are furnished, 
on request, to individual physicians. 

In the field of civil defense and medical preparedness 
for disaster, the Council helps physicians prepare them- 
selves for the management and care of mass casualties in 
time of national emergency or natural disaster. It col- 
lects, prepares, and distributes general and technical in- 
formation in this field for both military and civilian use. 
The Council assists state groups in medical civil defense 
planning. In sponsoring an educational program on the 
medical aspects of civil defense, the Council main- 
tains close and constant liaison with the Federal Civil 
Defense Administration. Each year, the Council spon- 
sors a National Medical Civil Defense Conference, which 
is held before the opening of the Annual Meeting of the 
Association. This year, the conference will be held on 
June 9th in Chicago. Physicians and other individuals in- 
terested in the medical and health aspects of civil defense 
are cordially invited to this important one-day conference. 

The responsibilities of the Council generally fall within 
the area of civil defense matters and military medical 
affairs. The Council’s committees on these subjects con- 
sider the matters within their respective fields. Physicians 
are urged to take advantage of the services and the infor- 
mation available from the Council. 
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ADDED SERVICES OF THE STATE 
PLACEMENT PROGRAMS 


The purpose of the Physicians Placement Service, 
which functions under the Committee on Medical and 
Related Facilities of the Council on Medical Service, is 
twofold: (1) to assist physicians seeking a location for 
practice and (2) to assist communities seeking a physi- 
cian, physicians seeking an associate, and group prac- 
tices planning to add staff members. In the Council’s of- 
fice are maintained current file copies of opportunities for 
practice in the states. If the state offers such a service, 
the listing is provided by the state medical association 
and is sent to the inquiring physician by the state; in some 
cases the American Medical Association has been re- 
quested to compile and distribute the information for 
the state medical association. 


Most state placement services follow the policy of 
listing opportunities only when requested to do so; by 
far the greatest number of these requests comes from 
the small communities seeking a general practitioner. 
For this reason, and also because many specialists indi- 
cate a greater interest in the opportunity than in any par- 
ticular section of the country, specialty listings are sent 
out by the A. M.A. Among the states carrying a number 
of specialty onenings, usually for group practice or for 
association with another physician, are Ohio, North Da- 
kota, Alabama, Michigan, Minnesota, Virginia, Texas, 
and South Dakota. The method of presenting location 
data varies from state to state. Some states still offer a 
listing composed only of the towns seeking a physician, 
but an increasing number of states are offering enough 
information to arouse the interest of the physicians seek- 
ing a location. The descriptions offered by the Illinois 
State Medical Society are typical of the latter group. For 
example: 


TAZEWELL COUNTY: Green Valley; population 550. Esti- 
mated population of trade area—2,500. Only physician recently 
entered military service; replacement needed. Nearest additional 
physicians at Delavan, 9 miles. Nearest hospitals at Pekin, 15 
miles and at Hopedale, 14 miles. Pekin Public Hospital, 80 beds; 
citizenship required for staff membership. Hopedale Hospital; 
20 beds, 8 bassinets, fully licensed by State of Illinois; offers 
complete medical, surgical and maternity service, state registered 
laboratory, blood bank, complete x-ray facilities except therapy, 
roentgenologist in charge, prescription pharmacy, active staff 
of six area physicians and consulting staff from Bloomington and 
Peoria. Staff privileges available according to applicant’s ability. 
Population of Pekin, 21,858. No information as to possibility of 
financial assistance from community. Predominant nationality of 
citizens, German. Agricultural community; factories. Churches: 





Members of the Committee on Medical and Related Facilities are: 
Drs. Willard A. Wright, Chairman, Williston, N. D.; Robert L. Novy, 
Detroit; Walter E. Vest, Huntington, W. Va.; Raymond M. McKeown, 
Coos Bay, Ore.; E. Dwight Barnett, New York; David Henry Poer, 
Atlanta, Ga.; Cleon A. Nafe, Indianapolis. 
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Methodist, Presbyterian, Lutheran. Grade and high school 
Nearest college at Peoria, 28 miles. Nearest recreational facilities 
at Pekin. Large rural area including Manito, South Pekin ang 
Forest City without physicians. Need for a replacement verified 
by county medical society. For further information write to: 
Mr. Maurice W. Woodrow, Green Valley, Illinois 
Lawrence J. Rossi, M.D., Hopedale, Illinois 


December 1955. 


The state booklets are revised at varying periods— 
weekly, monthly, quarterly, or even annually. 

Physicians seeking location information from the Phy- 
sicians Placement Service of the state of Texas receive 
a complete listing of all communities that have requested 
assistance in securing a physician. This contains a full 
description of communities seeking medical care, plus 
the name and address of a physician and a lay person to 
contact for further data. A supplementary booklet con- 
taining new listings is sent to the physician each of the 
other two months of the quarter; these also carry a list 
of locations that have been filled since the preceding 
booklet was issued. 

Following through on the physician distribution survey 
that has been conducted in Texas during the past two 
years, a new feature of special bulletins now appears in 
the booklet of general practice openings. These bulletins 
offer a detailed evaluation of the community’s desira- 
bility from the viewpoint of the physician. Factors taken 
into consideration are the hospital facilities, office fa- 
cilities, opportunity for assured income, facilities for 
family life, availability of diagnostic service, proximity 
to a large medical center, and possibility of time off for 
special causes and for vacation. For example, Valley 
View, a Cooke County community located about 60 
miles equidistant from Dallas and Fort Worth, is de- 
scribed in the current special bulletin and is given an “A” 
rating from the point of attractions offered to physicians. 
Each evaluation has been made as a result of a conference 
held between key civic leaders of the community, the 
councilor for the district, an officer of the county medical 
society, the field director of the Texas Medical Associa- 
tion, and the coordinator of the Physicians Placement 
Service of the state. A second new feature, found on 
the inside cover of each booklet, is a map of the state of 
Texas with the boundaries and names of all 254 counties. 
Relative positions of new opportunities for practice are 
marked on the map, and in the specialty booklet the type 
of specialty is also indicated. This provides the inquiring 
physician with a location perspective in relation to the 
rest of the state. 

The Arkansas Medical Society and the Indiana State 
Medical Association also use a state map in the commu- 
nity listing. Another helpful feature of the booklet 
“Opportunities to Practice Medicine in Arkansas” is 
the indexing of the communities by geographical areas: 
northwest, central, northeast, southwest, and southeast. 
Included in the listing from the Medical Society o! the 
State of New York are opportunities for assured income, 
i. e., school physician, health officer, examiner for 11- 
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surance companies, and compensation examinations. The 
listing of the Florida Medical Association offers not only 
4 description of the community seeking a physician but 
also the evaluation of the opening as given by the secre- 
tary ol the county medical society. Evidence that the 
Medical Association of Georgia has been active in edu- 
cating the communities seeking a physician is found in the 
predominance of small communities that have something 
concrete to offer a physician in the way of a place to 
practice. The monthly Bulletin of the Montana Medical 
Association offers brief biographical data of physicians 
seeking location in the state, as well as a description of 
any location seeking a physician, with the result that a 
small community listed in the Bulletin secured three new 
physicians in less than a month. 

These are a few facts beyond the regular routine that 
may be noted in the listings sent on request to interns 
and residents, physicians who are considering reloca- 
tion, and physicians who are being discharged from the 
armed forces. 





MEDICINE AND THE LAW 








MUTUAL UNDERSTANDING BETWEEN 
PHYSICIANS AND ATTORNEYS 


In recent years there has been an increasing number 
of cases that require medical testimony, with a resulting 
need for better and closer cooperation between the legal 
and medical professions. Unfortunately, this need has 
not been met in many areas. Several problems, such as 
the foliowing, continue to cause a great deal of friction 
and disharmony: the unwillingness of a doctor to testify, 
delays in the courtroom while waiting to testify, con- 
flicting testimony, the failure of the attorney to confer 
with a doctor prior to calling him as a witness, and the 
willingness of some attorneys to avail themselves of the 
testimony of doctors who are willing to distort testimony. 
Another troublesome area in the lawyer-physician rela- 
tionships relates to the matter of fees. When the phy- 
sician prepares necessary written material, acts as a con- 
sultant, or appears as a witness, the lawyer should see 
to it that he is adequately compensated. 

The solution of these problems is imperative since, in 
many cases, the testimony of a physician is absolutely 
essential to an attorney in the presentation of his client's 
case. If the attorney is unable to obtain medical testi- 
mony, the suit may never reach a jury. Similarily, 
the physician’s records are very important to the at- 
torney. It is generally considered that they have a de- 
cided effect on a jury and may be the most telling evi- 
dence an attorney has to offer. It is, therefore, of great 
importance that the physician-lawyer relationship be 
harmonious and that a physician be readily available 
with complete and accurate records when called upon 
to testify, 
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MEDICINE AND THE LAW 


All of the afore-mentioned problems that have created 
friction between the physician and attorney have been of 
deep concern to the members of both professions for a 
long time. They have been the subject of discussion at 
medical society meetings, bar association meetings, and 
joint medical symposiums. In 1954 a new approach was 
adopted in an effort to resolve these difficulties. The 
lawyers and physicians making up the Cincinnati Bar 
Association and the Cincinnati Academy of Medicine 
formally adopted and recommended a code called 
“Standards of Practice Governing Lawyers and Doctors 
in Cincinnati.” This agreement, which contains a pre- 
amble and 12 brief paragraphs, covers with clarity and 
efficiency three of the most important problems effecting 
the two professions, namely, the obtaining of medical 
testimony, medical records, and provision of adequate 
compensation to the physician for his services in con 
nection with litigation. 

The preamble acknowledges that ‘“‘a substantial part 
of the practice of law and medicine is concerned with 
the problems of persons who are in need of the com- 
bined services of a lawyer, doctor and hospital; and that 
the public interest and individual problems in these cir- 
cumstances are best served only as a result of the stand- 
ardized cooperative efforts of all concerned.” Part A of 
the code assumes (1) the physician’s ownership of his 
records, (2) the patient's equitable interest in them, and 
(3) the existence of a deep confidential relationship be- 
tween patient and physician. It urges the doctor, when 
he is asked to furnish a report, to insist upon written 
authorization from the patient before giving the report 
to someone other than the patient and urges the lawye 
when requesting a report to make clear the specific con- 
dition about which he seeks information and to indicate 
whether he is asking for a prognosis. Part B relates to 
the physician as a witness. It pledges the lawyer to re- 
frain from subpoenaing a physician to testify without 
first having had a conference with him concerning the 
matters on which he will be interrogated; it urges the 
physician to attend such conferences; it urges that all 
questions relating to the fee for testifying should be a 
matter of agreement between lawyer, doctor, and patient 
before the doctor testifies; it recognizes that the payment 
of such fees must not be conditioned upon recovery o1 
the amount of recovery; it pledges the doctor to be 
reasonable in his fee demands; and it pledges the lawye: 
to try to schedule the doctor’s appearance as a witness 
with due regard for the professional demands upon the 
doctor’s time. Part C pledges the lawyer, when the doc- 
tor has not been fully paid by the patient for his profes- 
sional services, or for his time as a witness, or for both, 
to request permission of the patient to pay the doctor 
directly for such services out of any recovery of money 
that the lawyer may receive on behalf of such a patient. 
Unofficial reports indicate that this code has been bene- 
ficial to both professions in Cincinnati. 
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The state bars and medical societies from three other 
states have also negotiated codes of understanding. A 
liaison committee of the Utah State Bar Association and 
the Utah State Medical Association drew up a pro- 
posed code, “Standard of Practice Governing Doctors 
and Lawyers,” similar to the Cincinnati plan. However, 
it provides that a lawyer needing expert testimony in any 
field of medicine may apply “to the office of the Presi- 
dent of the Utah State Medical Association, who will 
thereupon suggest the names of at least three qualified 
and competent doctors in the specialty about which in- 
quiry is made, and the lawyer may then consult such of 
the named doctors as he desires.”” The code specifically 
States that “this procedure is not intended in any way to 
limit or interfere with the right and privilege of lawyers 
to make their own arrangements for expert medical 
testimony.” 

Similarly, a joint committee of the Oregon State Bar 
and the Oregon State Medical Society adopted a code 
called “Statement of Principles Governing Certain Phy- 
sician-Lawyer Relationships.” This statement covers 
substantially the same points as the Cincinnati and Utah 
agreements. It does not contain a procedure for obtain- 
ing medical testimony, but it creates a permanent joint 
committee “to promulgate such suggestions as may be 
necessary to carry into effect the principles of the state- 
ment and to attempt to mediate any disputes arising 
between individual physicians or lawyers or between the 
two professions.” 

Another activity along these lines took place in Wis- 
consin, when its state medical society and bar associa- 
tion created an “Interprofessional Code.” This is by far 
the most ambitious attempt of its kind to date. It covers 
in much greater detail the three problems considered in 
the agreements. This code is in essence a lecture to both 
the bar and the medical professions that frankly states 
the obligations each owes to the other, to their client or 
patient, and to the public. The 18th and concluding sec- 
tion of this code on interprofessional tolerance illus- 
trates the tone of the whole document: 

Each of the professions has the duty to develop an enlightened 
and tolerant understanding of the other. Each profession is 
vitally essential to the very’ preservation of society. The aims of 
the two professions are essentially parallel in their services to 
society, and this necessitates a full understanding at all times 
and full cooperation when that is called for. 

It is an obligation which each profession owes to the other in 
the best interests of the public as well as in the best interests of 
the separate reputations of the two professions. Each must keep 
in mind the differences in the capacities and characteristics of 
the practitioner of both professions, and that while law and medi- 
cine may each be termed a science, each is an inexact science; 
and such inexactness is and always will be accented by the human 
limitations of its practitioners. 


If lawyers and physicians in Wisconsin and elsewhere 
would read this code once a year and attempt sincerely 
to comply with it, physician-lawyer relationships would 
cease to be a problem. 
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The latest agreement of this kind was adopted in Sep. 
tember, 1955, by the Maricopa County Bar Association 
and the Maricopa County Medical Association in Ari- 
zona and is entitled “Physicians and Lawyers Guide for 
the- Handling of Personal Injury Litigation Problems.” 
Like the others, this statement is primarily concerned 
with medical records, medical witnesses, and compensa- 
tion for reports and testimony. It is distinctive in that jt 
contains form letters that lawyers and physicians may 
use when asking for and supplying medical reports. _ 

It is not known whether the Cincinnati code inspired 
any of the others or whether these five codes indicate a 
trend. If so, we may expect the adoption of similar 
codes in other jurisdictions. There certainly can be no 
doubt, however, that these codes represent a most lauda- 
tory effort by the two professions to arrive at a mutual 
understanding that is certain to operate to the benefit of 
the public and to assist in the administration of justice. 





PUBLIC RELATIONS 








Telephone Answering Services 


A physician’s telephone answering service is often his 
most important link with his patients. Bert Levy, presi- 
dent of Telephone Answering Services of California, has 
some suggestions for physician-subscribers to answering 
services that will help them get better service: 1. Keep the 
bureau advised of your whereabouts after office hours. 
2. If you are not accepting calls during the night, advise 
the bureau of your alternate. 3. Make sure you tell your 
alternate that you have signed him in with the bureau in 
your stead. 4. Impress upon your office staff and your 
family the importance of notifying you of any messages 
left by your answering service. 5. Advise your service of 
changes in your schedule, routine, or staff. This is es- 
pecially important in regard to week-end or holiday 
plans. 6. Do not refuse to talk to patients when you are 
contacted by your service. The patient may call the an- 
swering bureau all night long. When a physician cannot 
be reached by telephone, the telephone secretary and the 
patient are stranded and the vital line of communication 
has been broken. 





Contraindications to Therapy with Cortisone.—It is possible 
to make suggestions concerning those patients in whom it !s 
inadvisable to administer cortisone. Clearly it is dangerous to 
give it to patients with sepsis, especially if severe, and to patients 
with tuberculosis or recently healed tuberculosis. An exception 
must be made in patients with Addison’s disease due to tuber- 
culosis. In this case the dosage of cortisone used is too small 
to have a serious detrimental effect on the tuberculous disease. 
Established diabetes may also be regarded as a strong contra 
indication to cortisone. Patients with senile osteoporosis should 
be avoided and probably those with a bad mental history. 
Established cardiac failure, except in the case of acute rheumatic 
fever, is a definite contra-indication. Idiopathic hypertension 
should be reviewed on its merits, as also the presence of known 
peptic ulceration.—F. T. G. Prunty, M.D., F.R.C.P., The Use 
of Cortisone in General Practice, Medical World, December, 
1955. 
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ARIZONA 
Meeting of Chest Physicians.—The Arizona chapter of the 
American College of Chest Physicians will hold its annual meet- 
ing at the San Marcos Hotel, Chandler, April 27, in conjunction 
with the meeting of the state medical association. The following 
program has been arranged under the chairmanship of Dr. 
Leslie B. Smith, Phoenix, chapter president: “Postoperative 
Coronary Occlusions,” Dr. Mahlon H. Delp, Kansas City, Mo.; 
“Mediastinal Tumors” and “The Use of Body Section Radi- 
ography in the Study of the Chest,” Dr. Galen M. Tice, Kansas 
City, Kan.; and “Carcinoma of the Lung—The Value of Cyto- 
logical Studies During Radiation Therapy,” Dr. W. F. Har, Los 


Angeles. 


State Medical Meeting in Chandler.—The 65th annual meeting 
of the Arizona Medical Association will convene at the San 
Marcos Hotel in Chandler April 25-28 under the presidency 
of Dr. Harry E. Thompson, Tucson. After the address of wel- 
come by Dr. John A. Eisenbeiss, Phoenix, president, Maricopa 
County Medical Society, Dr. Thompson will introduce the 
president-elect, Dr. Abe I. Podolsky, Yuma, who will deliver 
the presidential address. First presentations by out-of-state 
speakers include: 
Radiation Treatment of Nonmalignant Disease, Galen M. Tice, Kansas 
City, Kan. 
Some Aspects of Treatment of Advanced Carcinoma of the Breast, 
Hugh F. Hare, Los Angeles. 
Hepatic Coma, Mahlon H. Delp, Kansas City, Mo. 
The Little Strokes, Walter C. Alvarez, Chicago. 
The Acute Surgical Abdomen in Infancy and Early Childhood, Charles 
W. McLaughlin Jr., Omaha. 
Diagnosis and Management of Common Gynecological Office Pro- 
cedures, Walter J. Reich, Chicago. 
The Allergy Problem in General Practice, Robert A. Cooke, New York. 
Traumatic and Degenerative Lesions of the Rotator Cuff, Anthony F. 
De Palma, Philadelphia. 
Neurological Examination in the Office, Robert Wartenberg, San 
Francisco. 
Useful Drugs for the General Practitioner, L. Maxwell Lockie, Buffalo. 
Cancer Detection in the Office of the Generalist, John S. De Tar, 
Milan, Mich. 
Fire and Explosion Hazards in Hospitals and Their Control, George 
J. Thomas, Pittsburgh. 
The sessions will close with a symposium on acute head injuries 
by Dr. Eisenbeiss and Dr. John R. Green, Phoenix. The annual 
handicap golf tournament (stag) will be held Saturday, 1 p. m., 
at the San Marcos Hotel. That evening a reception, 6:00-7:45 
p. m., will precede the president’s dinner-dance. The women’s 
auxiliary will hold its meetings simultaneously. 


CALIFORNIA 


Symposium on Thyroid Disease.—At the staff conference in 
Lebanon Hall auditorium, Cedars of Lebanon Hospital, Los 
Angeles, April 23, 8 p. m., the Symposium on Management 
of Thyroid Disease will be moderated by Dr. Samuel J. Glass. 
Discussion will be opened by Dr. Merritt Paul Starr, Pasadena 
(by invitation). 


Meeting of Chest Physicians—The California chapter of the 
American College of Chest Physicians has scheduled its annual 
meeting for April 28 at the Ambassador Hotel, Los Angeles. 
All physicians are welcome. The morning session will be devoted 
to (1) a “Penbine” type conference and (2) a panel discussion, 
“Interesting Cases I have Seen—What Would Be Your Modus 
Operandi?” After luncheon ($2.50) at the Cocoanut Grove, at 
Which the chapter's annual award will be presented to Dr. Alfred 
Goldman, Beverly Hills, “Disturbances of the Vascular Pattern 
of the Lung” will be discussed at 2 p. m. by Dr. Leo G. Rigler, 
Professor of radiology, University of Minnesota Medical School, 
Minneapolis, and director of postgraduate education, City of 
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MEDICAL NEWS 


Hope National Medical Center, Duarte. At 3:05 p. m. “Little 
Known Problems of Angina Pectoris” will be presented by Dr 
David Scherf, clinical professor of medicine, New York Medical 
College, Flower and Fifth Avenue Hospitals, New York 
“Diagnostic Procedures—New and Review,” 4:10 p. m., will 
include the following topics: “Agammaglobulinemia,” “Trans- 
animase in Heart Disease,” “Bone Marrow Studies in Pulmonary 
Disease,” “Liver Biopsy in Chest Diseases,” and “All Acid Fast 
Are Not Tubercle Bacilli.” Ladies are invited to the cocktail 
hour, 5:30 p. m., given by the chapter. 


State Medical Meeting in Los Angeles.— The &Sth annual session 
of the California Medical Association will convene at the 
Ambassador Hotel, Los Angeles, April 29-May 2, under the 
presidency of Dr. Sidney J. Shipman, San Francisco. The meet- 
ings will open Monday at 2 p. m. with the address of welcome 
by Dr. Edward C. Rosenow Jr., Pasadena, president of the Los 
Angeles County Medical Association, after which Dr. Shipman 
will deliver the presidential address. The following papers will 
be presented Monday afternoon: 

Management of Postpartum Hemorrhage, Allan C. Barnes, Cleveland 

Is There a Doctor in the House?—Industry Calling, William P. Shepard, 

New York 
Changing Concepts and Persisting Problems in the Treatment of 
Pulmonary Tuberculosis, H. McLeod Riggins, New York 

Problem of Diagnosis in Thoracic Tumors, Julian Johnson, Philadelphia 

Diffuse Pulmonary Lesions, Theodore L. Badger, Boston 
A clinical pathological conference will be presented Tuesday, 
2-3 p. m., and at 4 p. m. “Prevention of Poliomyelitis” will be 
discussed by Dr. Malcolm H. Merrill and staff, California State 
Department of Public Health, Berkeley. The general medicine 
section will present a panel discussion, “Is It Above or Below 
the Diaphragm?” Tuesday, 10:45 a. m. The section on general 
practice will have a panel discussion, “Gerontologic Aspects 
of Heart Disease,” Wednesday, 3 p. m. The section on allergy 
will hear an address, “General System Theory in Allergy,” by 
Dr. W. Ross Ashby, Gloucester, England (by invitation), 
Monday, 11:20 a. m. On Wednesday, 4 p. m., a panel discussion, 
“Some Consequences of Prolonged Surgery and Anesthesia,” 
will be presented before the section on anesthesiology. At 11:30 
a. m. Wednesday, during a joint meeting of the sections on 
public health, general practice, and pediatrics, Dr. Lionel Z. 
Cosin, London, England, will speak by invitation on “Rehabili- 
tation in Geriatrics.” In the afternoon a panel discussion will 
be held on infectious hepatitis. The section on radiology has 
scheduled a joint meeting with the section on pediatrics for 
Monday morning, during which a symposium will be held 
on congenital heart disease. The president’s dinner-dance is 
scheduled for Monday, 8 p. m., in the Cocoanut Grove of the 
Ambassador Hotel. 


CONNECTICUT 

State Medical Meeting in Hamden.—The 164th annual meeting 
of the Connecticut State Medical Society will be held at Hamden 
High School, Hamden, April 24-26, under the presidency of 
Dr. Oliver L. Stringfield, Stamford. The address of welcome by 
Dr. Jacques H. Green, Waterbury, president, New Haven County 
Medical Association, will be followed by a panel on the manage- 
ment of myocardial infarction, presented by Drs. Laurence B. 
Ellis and Eugene C. Eppinger, Boston, after which “Recent 
Trends in Adrenal Steroid Physiology and Therapy” will be 
considered by Dr. Albert E. Renold, Boston. “Labeling and 
Control of Common Hazardous Substances” will be the subject 
of Mr. F. Leslie Hart, chief, Boston district, Food and Drug 
Administration, and “Medicine in a Changing World” that of 
Dr. David B. Allman, Atlantic City, N. J. The afternoon pro- 
gram, arranged by the Connecticut chapter, American Academy 
of General Practice, will consist of “Use of Chemotherapeutic 
Agents in the Prevention of Infection” by Dr. Louis Weinstein, 
Boston, and “Management of Thyroid Disorders” by Dr. Carl E. 
Cassidy, Boston. A joint meeting of the section on anesthesia 
and the Connecticut State Society of Anesthesiologists has been 
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scheduled for Wednesday, 3:30 p. m. Dr. Duncan A. Holaday, 
New York, will present “Studies of the Acid-Base Balance 
During Hypothermia.” At the same time the section on gastro- 
enterology will present a panel on digestive tract pain. At the 
meeting of the Connecticut Allergy Society, Dr. Ethan Allan 
Brown, Boston, will discuss “Use of the Newer Steroid Hor- 
mones in Severe Asthma and Acute Atopic Dermatitis.” “Some 
Problems of Medical Education” will be considered by Dr. 
Willard C. Rappleye, New York. The following program has 
been scheduled for Thursday morning: 
Uterine Bleeding, F. Bayard Carter, Durham, N. C. 


Cornel! Automotive Crash Injury Research, Mr. John O. Moore, 
New York. 

Principles of Plastic Surgery in Farm, Industrial, and Traffic Accidents, 
James B. Brown, St. Louis. 


Modern Concepts of Systemic Lupus Erythematosus, John R. Haserick, 
Cleveland. 

In the afternoon Dr. Ralph A. Deterling Jr., New York, will 
have as his subject “Present Status of Cardiovascular Surgery.” 
At 3:30 p. m. the section on dermatology will present “Discussion 
of Lupus Erythematosus” by Dr. John R. Haserick, Cleveland. 
The eye, ear, nose, and throat section, which will also meet at 
3:30 p. m., will hear Dr. Byron C. Smith, New York, outline 
“Preferred Techniques in Ophthalmological Plastic Surgery” 
and Dr. Moses H. Lurie, Boston, give “Evaluation of Surgical 
Management of Deafness and Treatment of Labyrinthine 
Disturbances.” The section on orthopedics will hold a dinner 
meeting Thursday, 7 p. m., at the Union League Club (1032 
Chapel St., New Haven), at which “Crash Injuries” will be 
reported by Mr. John O. Moore, director, automotive crash 
injury research, Cornell University Medical College, New York. 
On Thursday at 3:30 p. m. a joint meeting of the Connecticut 
Society of Pathologists and the section on radiology will have 
panel discussion of “The Application of X-Ray Findings in Chest 
Lesions to Diagnosis and Treatment.” The section on physical 
medicine will simultaneously hear Dr. Hans Kraus, New York, 
whose subject will be “Does the Disabled Back Need Exercise?” 
The 12th annual meeting of the women’s auxiliary will be held 
Wednesday at the New Haven Country Club. 


ILLINOIS 


Clinics for Crippled Children.—The University of Illinois di- 
vision of services for crippled children has scheduled the follow- 
ing clinics to which any private physician may refer or bring 
children for consultative services: 
April 25, Elgin, Sherman Hospital; Springfield (cerebral palsy), 
Memorial Hospital. 


April 26, Bloomington (a. m., general; p. m., cerebral palsy), St. 
Joseph's Hospital; Mt. Vernon, Masonic Temple. 


April 27, Chicago Heights (cardiac), St. James Hospital. 


Chicago 

Society News.—The Chicago Society of Internal Medicine will 
meet at the Drake Hotel (SUperior 7-2200) April 23, 8 p. m. 
Subjects for discussion will be “Hemorrhagic Disease in Osteo- 
genesis Imperfecta: Study of Platelet Functional Defect,” 
“Serum Vitamin By» Levels in Liver Disease,” and “Clinical 
Restriction of Ventilation.” Physicians speaking by invitation 
will include Bernard M. Siegel, Irving A. Friedman, and Endel 
Sepp. The meeting is open to all. 


Dr. Peckham Goes to Wisconsin.—Dr. Ben M. Peckham, assist- 
ant professor of obstetrics and gynecology, Northwestern Univer- 
sity Medical School, has been appointed professor and chairman 
of the department of obstetrics and gynecology in the University 
of Wisconsin Medical School, Madison, where he will also serve 
as chief obstetrician and gynecologist in the University Hospitals. 
On May 1 he will assume the department chairmanship left 
vacant by the death of Dr. John W. Harris Jan. 14, 1955. Dr. 
Peckham served as lieutenant commander, Medical Corps, U. S. 
N. R., from July, 1942, to February, 1946. 


INDIANA 

Visiting Professorships.—Dr. Owen H. Wangensteen, head of the 
surgery department at the University of Minnesota Medical 
School, Minneapolis, will be the George A. Ball Visiting Pro- 
fessor in Surgery at the Indiana University School of Medicine, 
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Indianapolis, for the week of April 22. Dr. John H. Gibbon Jr. 
director of surgical research at Jefferson Medical College of 
Philadelphia, served in the same capacity during the week of 
March 18. The visiting professorships were established in 195) 
by Indiana University and the Riley Memorial Association jp 
recognition of contributions to the medical center by the late 
George A. Ball, Muncie industrialist and philanthropist. 


IOWA 
State Medical Meeting in Des Moines.—The Iowa State Medical 
Society will hold its 106th annual meeting April 22-25 at the 
Veterans Memorial Auditorium in Des Moines. The address of 
welcome will be delivered Monday morning by Dr. Walter D. 
Abbott, Des Moines, president of the Polk County Medical 
Society. At 9:15 a. m. Dr. Lonnie A. Coffin, Farmington, will 
deliver the president’s address, after which “Medicine in a 
Changing World” will be presented by Dr. David B. Allman, 
Atlantic City, N. J., and “Hernias and Hydroceles in Infancy 
and Childhood” by Dr. Tague C. Chisholm, Minneapolis. The 
Monday sessions will conclude with “Real Versus Supposed 
Diseases of the Endocrine Glands” by Dr. Edward H. Rynear- 
son, Rochester, Minn., and “Some Surgical Aspects of Cancer 
of the Colon” by Dr. Edward S. Judd Jr., Rochester, Minn. 
Tuesday morning Dr. C. Stewart Nash, Rochester, N. Y., will 
discuss “Industrial Noise and Occupational Deafness”; Dr, 
Alexander P. Aitken, Brookline, Mass., will talk on “Workmen's 
Compensation”; and Dr. Leonard F. Weber, Chicago, will discuss 
“Industrial Dermatoses.” “A Psychiatrist Looks at the Problems 
of General Practice” by Dr. Hugh T. Carmichael, Chicago, will 
precede the Arthur Erskine Lecture, “The Diagnostic Sig- 
nificance of a Lump in the Neck,” by Dr. Hayes Martin, New 
York. The address of the president-elect, Dr. Wendell L. Down- 
ing, LeMars, will be presented after the following Wednesday 
morning program: 

Cancer Detection in the Office of the Generalist, John S. DeTar, Milan, 

Mich. 
Prevention of Prematurity, Emil G. Holmstrom, Salt Lake City. 
Treatment of the Patient with Terminal Malignancy, Alexander BE. 
Brown, Rochester, Minn. 

The medical and surgical sections have scheduled a panel dis- 
cussion, “Occupational Health and Injury,” for Tuesday after- 
noon. Dr. Carl J. Lohmann, Burlington, will serve as moderator. 
The industrial physicians will be represented by Dr. Allan K. 
Harcourt, Indianapolis; the insurance carrier by Mr. Charles 
F. White, Chicago; the employer by Mr. Robert Loetscher, 
Dubuque; and workmen’s compensation laws by Dr. Aitken. 
The section on obstetrics and gynecology will have as one of 
its speakers Dr. Mitchell J. Nechtow, Chicago, who will discuss 
current practical gynecology. The eye section will open its meet- 
ing Monday afternoon with “Use of Miotics in Strabismus” by 
Dr. Philip Knapp, New York. Dr. Charles C. Graves, Marlboro, 
N. J., who will present “A Mental Health Program for lowa” 
before the mental health section Tuesday afternoon, will also 
participate in the panel discussion on present-day drug therapy 
of the emotionally and mentally disturbed patient. At the annual 
banquet Tuesday, 7 p. m., in the Hotel Savery, Dr. John S. 
DeTar, president, American Academy of General Practice, will 
discuss “The General Practice of Medicine, Its Present Problems 
and Future Status.” The annual golf tournament will be held 
at the Wakonda Club. 


KANSAS 

Clendening Lectureship.—The University of Kansas School of 
Medicine, Lawrence and Kansas City, will present the Clenden- 
ing Lectureship on the History and Philosophy of Medicine by 
Dr. Lloyd G. Stevenson, associate professor of the history of 
medicine and honorary librarian, Osler Library, McGill Univer- 
sity, Montreal, Canada. Dr. Stevenson’s first lecture, lhe 
Story of Curare,” will be given at 11 a. m., April 24, in the 
auditorium of Strong Hall in Lawrence. The second lecture, 
“Poison, Infection and Contagion,” will be given at 4 p. ™. 
April 25, in the Battenfeld Auditorium of the Student Un:on- 
Continuation Center at the University of Kansas Medical Center, 
Kansas City. The lecture at Kansas City will be preceded »y 4 
tea at 3 p. m. in the lounge of the Student Union to which the 
faculty, students, nurses, and friends are cordially invited 
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LOUISIANA 


Personal.— Dr. Narcisse F. Thiberge and Dr. Peter B. Salatich 
Sr. who have been members of the Hotel Dieu Sisters’ Hospital, 
New Orleans, medical staff for 50 years, were recently honored 


at a banquet at which certificates were presented to them by 
sister Carlos, Hotel Dieu administrator——Dr. Kennell P. 
Brown, Jeanerette, recently received the distinguished service 
award for the outstanding citizen of the year in Jeanerette and 


vicinity. Dr. Brown has served for the past two years as president 
of the Jeanerette Chamber of Commerce. 


State Medical Meeting at Alexandria.—The 76th annual meeting 
of the Louisiana State Medical Society will convene at the Hotel 
Bentley, Alexandria, April 23-25, under the presidency of Dr. 
Max M. Green, New Orleans. The public is invited to the official 
opening of the meeting Monday, 8 p. m. Dr. Paul D. Abramson, 
Shreveport, president-elect, will respond to addresses of welcome 
by Dr. John S. Rozier, Alexandria, president, Rapides Parish 
Medical Society, and by Mayor W. George Bowdon Jr., 
Alexandria. After recognition of 50-year doctors, Dr. Louis 
McDonald Orr, Orlando, Fla., Vice-Speaker, House of Delegates, 
American Medical Association, will have as his topic “To Social- 
ized Medicine by Way of the Veterans Administration.” Other 
out-of-state speakers will include: 
Wilburt C. Davison, Durham, N. C., Viral Hepatitis. 
Alan G. Cazort, Little Rock, Ark., Allergic Reactions to Common 
Drugs. 
Edwin L. Rippy, Dallas, Texas, Prevention and Treatment of Diabetic 
Acidosis. 
James S. Hunter Jr., Rochester, Minn., Poliomyelitis with Pregnancy. 


Fugene P. Pendergrass, Philadelphia, Some Consideration Concerning 
Diagnosis of Carcinoma of the Lung (Menville Memorial Lecture) 
John H. Moyer, Houston, Texas, Outpatient Management of Hyper- 

tension. 
Benjamin Manchester, Washington, D. C., Adrenal Insufficiency in 
Shock of Myocardial Infarction. 
Claude D. Head Jr., Denton, Texas, Federal Civil Defense Administra- 
tion Medical Services. 
H. William Scott, Nashville, Tenn., The Gastric Ulcer Problem. 
Drs. Manchester, Pendergrass, Scott, and Lawson will participate 
in a clinical pathological conference at the membership luncheon 
Tuesday noon. The women’s auxiliary will hold its annual 
sessions concurrently with those of the parent organization. 


MARYLAND 


Medical-Surgical Symposium.—The Medical Association of the 
Lutheran Hospital of Maryland, Baltimore, will present its 
annual Medical and Surgical Symposium April 27-28. The scien- 
tific program Saturday at the hospital will consist of presentation 
of “Skin Cancer—Diagnosis and Treatment” by Dr. George 
Clinton Andrews, professor of dermatology and syphilology, 
Columbia University College of Physicians and Surgeons, New 
York, and “The Fundamental and Clinical Aspects of Hemo- 
philia” by Dr. Leandro M. Tocantins, professor of clinical and 
experimental medicine, Jefferson Medical College of Philadel- 
phia. The program, given in conjunction with the annual Alumni 
Home-Coming activities at the Lutheran Hospital of Maryland, 
will be followed by a banquet. 


MASSACHUSETTS 


General Practice Meeting.—The semiannual scientific meeting 
of the Massachusetts chapter, American Academy of General 
Practice, will be held at the Hotel Statler, April 22. The program 
will include: 

Robert B 





Greenblatt, Augusta, Ga., Office Gynecology. 
Edward | Compere, Chicago, Practical Demonstration of Fracture 


Treatment. 

Louis A. Buie, Rochester, Minn., Office Proctology. 

Arthur (¢ Curtis, Ann Arbor, Mich., Recent Advances in Treatment 
Of Skin Eruptions. 

Harriet M Felton, Galveston, Texas, Childhood Immunization with 
Spe Reference to Poliomyelitis. 

Eugene | 


Saenger, Cincinnati, Use of Radioactive Isotopes in Diagnosis 
and | reatment. 


be guest speaker will be Dr. William B. Hildebrand, Menasha, 
'S.. Past national president of the American Academy of 


General Practice. 
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MICHIGAN 
Cancer Symposium.—The Jackson County Cancer Society and 
the Jackson County Medical Society will sponsor a cancer day 
symposium at the Hotel Hayes in Jackson, April 26. In the 
afternoon a panel discussion of common problems in diagnosis 
and treatment of cancer, moderated by Dr. Frederick A. Coller, 
professor of surgery, University of Michigan Medical School, 
Ann Arbor, will have as collaborators Drs. Arthur C. Curtis, 
professor of dermatology and syphilology; Isadore Lampe, 
professor of radiology; James H. Maxwell, professor of oto 
laryngology; Howard H. Cummings, professor, department of 
postgraduate medicine; and Reed M. Nesbit, professor of sur 
gery. The speaker for the evening will be Dr. Alton Ochsner, 
professor of surgery and chairman of the department of surgery, 
Tulane University of Louisiana School of Medicine, New 
Orleans. Attendance is by reservation. The fee for the entire 
program is $10. For information, write Dr. Robert E. Medlar, 
719 17th St., Jackson. 


MISSOURI 

Society News.—The Greene County Medical Society will have 
as speaker at the meeting April 27 Dr. Paul R. Hawley, Chicago, 
director, American College of Surgeons, whose subject will be 
“Public Relations as Practiced by the College of Surgeons.” 


Hanau Loeb Lectureship.—The Alpha Pi chapter of Phi Delta 
Epsilon Fraternity at the St. Louis University School of Medicine 
will hold its llth Hanau W. Loeb Memorial Lectureship 
April 26. Dr. Wendell M. Stanley, Ph.D., LL.D., of the Univer- 
sity of California School of Medicine, Berkeley, will discuss 
“Viruses and the Twilight Zone of Life.” 


MONTANA 

Society News.—The Montana Trudeau Society, under the presi- 
dency of Dr. Harry W. Power, Great Falls, will hold its 1956 
annual meeting at the Veterans Administration Hospital, Fort 
Harrison, April 27-28. All Montana physicians are cordially 
invited to attend this meeting, which will feature a number of 
out-of-state clinicians. 


NEW YORK 


Cancer Day.—The Brooklyn Cancer Committee will sponsor 
“Cancer Day,” an open meeting for all the doctors of Brooklyn, 
at Kings County Hospital Center, Brooklyn, April 25, 9 a. m.- 
5 p. m., with the cosponsorship of the Medical Society of the 
County of Kings, the Academy of General Practitioners of 
Brooklyn, and the hospital. The cancer committee will be host 
at a buffet luncheon. 


County Society Sponsors Essay Contest.—The Bronx County 
Medical Society is sponsoring an essay contest (subject: “My 
Family Doctor”), which is open to students of the graduating 
classes of all the private and public high schools in the Bronx. 
Cash prizes will be awarded to the winners. The first prize in 
each category will be $200, the second prize $150, and the 
third prize $100. Awards will be made at June graduation 
exercises. 


New York City 

Harvey Lecture.—A. D. Hershey, Ph.D., staff member, depart- 
ment of genetics, Carnegie Institution of Washington, Cold 
Spring Harbor, L. I., will deliver the eighth Harvey Lecture of 
the 1955-1956 series at the New York Academy of Medicine 
April 26, 8:30 p. m. Dr. Hershey's subject will be “Bacteri- 
ophage: Parasite or Organelle.” 


Ira Kaplan Lecture.—Under the sponsorship of the radiation 
therapy alumni of Bellevue Hospital, the Ira J. Kaplan Annual 
Lecture, “The Place of Supervoltage Therapy, Including Cobalt, 
in Private Offices and Small Hospitals,” will be presented at the 
hospital, April 26, 5 p. m., by John S. Laughlin, Ph.D., Memorial 
Center for Cancer and Allied Diseases, and Dr. Jacob R. Freid, 
Montefiore Hospital. 


Schoenbach Memorial Lecture.—The fourth annual Emanuel B. 
Schoenbach Memorial Lecture will be delivered at Maimonides 
Hospital, Brooklyn, April 26, 8:30 p. m., when Dr. John H., 
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Dingle, chairman, department of preventive medicine, Western 
Reserve University School of Medicine, Cleveland, and president, 
Armed Forces Epidemiologic Board, will present “Studies on 
the Occurrence and Spread of Respiratory Illness in Families.” 


NORTH CAROLINA 


State Medical Meeting in Pinehurst.—The 102nd annual session 
of the Medical Society of the State of North Carolina will con- 
vene April 29-May 2 at the Carolina Hotel, Pinehurst. Dr. James 
P. Rousseau, Winston-Salem, will deliver the presidential address 
Tuesday, 12:05 p. m. At 10:10 a. m. Tuesday Dr. G. Westbrook 
Murphy, Asheville, will deliver an invitational address, “A Small 
Leak Will Sink a Great Ship” (Benjamin Franklin). The address 
of Dr. Denton A. Cooley, Houston, Texas, will precede “The 
Physician Citizen” by Dr. Elmer Hess, Erie, Pa., President of the 
American Medical Association (10:55 a. m.). At 11:20 a. m. Dr. 
Warren W. Furey, president, American College of Radiology, 
Chicago, will discuss “Gastric Ulcer—A Continuing Problem,” 
after which Dr. David B. Allman, Atlantic City, N. J., will con- 
sider “Medicine in a Changing World.” The president’s dinner 
will be held Tuesday at 7 p. m. At 8:10 p. m. Dr. Donald B. 
Koonce, Wilmington, will be installed as president. On Wednes- 
day at 9:45 a. m. “The Motivation of a Physician” by Dr. Ralph 
O. Rychener, Memphis, Tenn., will precede “Problems Facing 
Medicine Today,” an address by Dr. George F. Lull, Chicago, 
Secretary and General Manager of the American Medical Asso- 
ciation, after which “Occupational Health and the General Prac- 
titioner” will be presented by Dr. Robert A. Kehoe, Cincinnati, 
and “Anesthesia Evolving” by Dr. Wesley Bourne, Montreal, 
Canada. At 11:25 a. m. Dr. G. Grady Dixon, president of the 
North Carolina State Board of Health, will preside over a con- 
joint meeting of the Medical Society of the State of North Caro- 
lina and the state board of health. Tuesday afternoon the section 
on obstetrics and gynecology will present a panel discussion on 
indications for cesarean section, and the section on radiology will 
have a panel discussion on acute abdominal problems, in which 
Dr. W. Edward Chamberlain, Philadelphia, president of the 
American Roentgen Ray Society, and Dr. Warren W. Furey, 
Chicago, president of the American College of Radiology, will 
participate. Dr. Furey will also collaborate in a panel discussion 
on the acute abdomen, and Dr. Chamberlain will present a paper, 
“The Natural History of Intervertebral Disc Disease.” At its 
meeting Wednesday afternoon the section on ophthalmology and 
otolaryngology will hear Dr. Frederick Harbert, Philadelphia, 
discuss “Periorbital Diseases.” The auxiliary to the Medical 
Society of the State of North Carolina will hold its meeting on 
Sunday. 


OHIO 


Freedman Lectures.—On April 28-29 Dr. J. Stauffer Lehman, 
professor of radiology, Hahnemann Medical College and Hos- 
pital of Philadelphia, and director of the department of radiology, 
Philadelphia General Hospital, will deliver the eighth annual 
Joseph and Samuel Freedman Lectures in Diagnostic Radiology 
at the University of Cincinnati College of Medicine. Radiologists 
desiring to attend are requested to write Dr. Benjamin Felson, 
X-Ray Department, Cincinnati General Hospital, for further 
details. 





OKLAHOMA 


Society News.—Dr. Guy A. Caldwell, professor of orthopedic 
surgery at Tulane University of Louisiana School of Medicine, 
New Orleans, will be guest speaker for the Tulsa Academy of 
General Practice April 23. His subject will be “Fractures of the 
Hand and Wrist.” The meeting will open with a dinner at 6:30 
p.m. at Hotel Tulsa (for reservations, call LUther 2-5904). All 
physicians are invited to attend the dinner and the scientific 
program, 8 p. m. 


PENNSYLVANIA 

Meeting on Tuberculosis.—The 64th annual meeting of the 
Pennsylvania Tuberculosis and Health Society will convene in 
Philadelphia at the Benjamin Franklin Hotel, April 25-27, to 
consider “Changing Trends in Tuberculosis Control.” Dr. Paul 
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A. Pampiona of the tuberculosis control program, Public Healy 
Service, will report Wednesday afternoon on the recent stu 
made of the status of nonhospitalized tuberculosis patients, p, 
Pamplona’s report will be followed by talks on “Home Care 
Its Assets and Liabilities.” Dr. Julius L. Wilson, director, ty 
Henry Phipps Institute, Philadelphia, will discuss “The Use 
the Tuberculin Test” on Thursday afternoon. A pane! on the 
promotion of county health units will follow. The possibilities 
of extending the program of tuberculosis and health societies wij 
be discussed Friday morning. Dr. Herbert R. Edwards, associate 
professor of public health and medicine, Yale University Schoo) 
of Medicine, New Haven, Conn., and former director of the Ney 
. York Tuberculosis and Health Association and the Bureau of 
Tuberculosis, New York City Department of Health, will be the 
speaker Thursday at a joint luncheon session of the Pennsylvania 
Tuberculosis and Health Society, the Pennsylvania Trudeay 
Society, and the Pennsylvania Conference of Tuberculosis 
Workers. 





























TEXAS 


Symposium on Host-Parasite Relationships.—A symposium, 
“Current Trends in the Study of Host-Parasite Relationships As 
Observed in Living Cells,” will be sponsored by the James W. 
McLaughlin Fellowship Program April 27 at the University of 
Texas Medical Branch, Galveston. The speakers will include: 
Edward W. Dempsey, Ph.D., St. Louis; Carl E. Georgi, Ph.D, 
Lincoln, Neb.; Drs. Jerome T. Syverton and Robert A. Good, 
Minneapolis; John H. Hanks, Ph.D., Boston; Dr. Renato Dul- 
becco, Pasadena, Calif.; Rene J. Dubos, Ph.D., New York: Dr. 
Stuart Mudd and Manesseh G. Sevag, Ph.D., Philadelphia; and 
Charlies M. Pomerat, Ph.D., Galveston. 
















WISCONSIN 


Carey Memorial Lecture.—The Alpha Lambda chapter of Phi 
Delta Epsilon Fraternity at the Marquette University School of 
Medicine, Milwaukee, will hold its ninth annual Eben J. Carey 
Memorial Lecture April 25. Dr. Jules Masserman, professor of 
neurology and psychiatry, Northwestern University Medical 
School, Chicago, will discuss “Psychotherapy: The Application 
of Ancient Wisdoms.” 









GENERAL 


Conference on Hormones.—The Laurentian Hormone Confer- 
ence of the American Association for the Advancement of 
Science will be held at Mont Tremblant Lodge, Mont Tremblant, 
Quebec, Canada, Sept. 2-7. Investigators interested in attending 
this conference should make application to the committee on 
arrangements of the Laurentian Hormone Conference, 222 
Maple Ave., Shrewsbury, Mass., before May 7. A daily confer- 
ence rate of $12 a person is extended to all invited participants. 
Attendance is limited to invitations issued by the committee on 
arrangements. 











Meeting of Surgeons.—The International College of Surgeons, 
Great Lakes division, will meet at the Loraine Hotel, Madison, 
Wis., April 26-28. The following panels will be presented: “The 
Acute Surgical Abdomen,” “Gastrointestinal Hemorrhage.” 
“Biliary Surgery,” “Problems of Thyroid Surgery,” “Problems 
of Herniorrhaphy,” “Colon Surgery Problems,” “Urolithiasis.” 
“Surgical Problems in Gastroduodenal Ulcer,” and “The Man- 
agement of Hip Fractures.” Dr. Ross T. McIntire of Chicago, 
executive director of the International College of Surgeons, will 
speak at an informal dinner Thursday evening, and Dr. George 
B. Callahan of Waukegan, Ill., will give an illustrated talk on 
the Far East. At the banquet Friday Dr. Arnold S. Jackson, 
Madison, president of the United States section, will present 49 
illustrated talk on European trips of the college. 













Federation for Clinical Research.—The American Federation 
for Clinical Research will hold a national meeting Apri! 29 - 
Steel Pier Theater, Atlantic City, N. J. In all, 26 papers and 3] 
invited speakers are listed for the general assemblies. Dr Carle- 
ton B. Chapman, Dallas, Texas, will preside. The sessions will 
open with “Alterations in Cerebral Circulation and Function ® 
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Cheyne-Siokes Respiration” by Drs. Herbert O. Sieker, Herbert 
R. Karp (by invitation), and Albert Heyman, Durham, N. C., 
and close with “The Natural History of Hypertensive Retino- 
Revealed by Serial Color Photographs,” by Dr. Albert 
4. Brust, Emory University, Ga. The meeting of the subsection 
on cardiovascular disease will hear a paper on “The Effect of 
Cigaret Smoking on Coronary Flow and Myocardial Metabolism 
in Man.” The subsection on gastroenterology and the Gastro- 
enterology Research Group will hold a joint meeting to discuss 
the problems of intestinal absorption. 


pathy as 


Meeting of Pathologists and Bacteriologists——The American 
Association of Pathologists and Bacteriologists has scheduled its 
Sird annual meeting for April 26-28 at the Netherland Plaza, 
Cincinnati. In all, 113 papers will be presented. A symposium 
on virus disease, scheduled for Friday morning, will have as 
referee, by invitation of the council, Dr. Albert B. Sabin, Cin- 
cinnati. Dr. Sabin will open the afternoon session with an ad- 
dress, “Pathogenesis of Poliomyelitis: Reappraisal in the Light 
of New Data.” The reception and fellowship hour, 6:30 p. m., 
will precede the annual dinner in the Hall of Mirrors at the 
Netherland Plaza on Thursday, 7 p. m.—The International 
Academy of Pathology (formerly International Association of 
Medicai Museums founded 1906) will hold its 45th annual meet- 
ing at the Netherland Plaza in Cincinnati, April 23-25, celebrat- 
ing its 50th year. It will present a course in surgical pathology 
on Monday, with Dr. Chapman Binford as coordinator, and a 
course in pathologic physiology and pathology of the erythro- 
poietic series on Tuesday, with Dr. Israel Davidsohn, Chicago, 
as moderator. 





Meeting on Biological Psychiatry.—The Society of Biological 
Psychiatry will hold its 11th annual convention at the Morrison 
Hotel, Chicago, April 28-29. Dr. Howard D. Fabing, Cincinnati, 
will deliver the presidential address Sunday afternoon. Single- 
author presentations by invitation will include: 


Physiological Determinants of the Dream Process, Montague Ullman, 
New York City. 


Psychophysiologic Aspects of the Newer Chemotherapeutic Drugs in 
Psychiatry, Pierre Deniker, Paris, France. 


Toxicity of Schizophrenic Fluids for L-Strain Fibroblasts, A. Hoffer, 
Saskatoon, Saskatchewan, Canada. 


Nor-Epinephrine-Like and Epinephrine-Like Substances in Relation to 
Human Behavior, Dan H. Funkenstein, Boston. 


Studies on Serotonin and Their Implication in the Physiology and 
Pharmacology of the Central Nervous System, Sidney Udenfriend, 
Ph.D., Bethesda, Md. 

The annual dinner Sunday, 9 p. m., will be preceded by a recep- 
tion and cocktail party, 7 p. m. 


Academy of Neurology.—The 8th annual meeting of the Ameri- 
can Academy of Neurology will convene at the Jefferson Hotel, 
St. Louis, April 23-28. A symposium of inquiry, “What We Need 
to Know About the Pyramidal System,” is scheduled for 8 p. m. 
Thursday. The panel of speakers includes Dr. Arthur M. Lassek, 
Boston (anatomy), Dr. Clinton M. Woolsey, Madison, Wis. 
(physiology), Dr. Benjamin Boshes, Chicago (clinical neurology), 
and Dr. A. Earl Walker, Baltimore (clinical neurophysiology 
and neurosurgery). “Shift to Older Age Distribution in Parkin- 
son's Disease,” a report on 1,000 patients covering the past 
decade from three centers (Boston, New York, and Leeds, Eng- 
land), will be given Saturday. The following papers will be pre- 
sented during the scientific sessions by participants from other 
countries: 

Centrencephalic Epilepsy: Genetic and Electroencephalographic Studies, 

J. D. Metrakos and Katherine Metrakos, Montreal, Canada. 
Otitic Hydrocephalus, Sir Charles P. Symonds, London, England. 


Cysticercosis of the Central Nervous System, Fernando Cabieses and 
Rau! Jeri, Lima, Peru. 


Changes Produced in the Central Nervous System of Suckling Mice 
and Hamsters by the Inoculation of the Serum and Cerebrospinal 
Fluid of Acute Multiple Sclerosis, T. Lehoczky, M. Lehoczky, and 
E. Molnar, Budapest, Hungary. 


Dissen nated Sclerosis: A Survey of Cases of Disseminated Sclerosis 
im the Kingston Area, Denis M. White, Kingston, Ontario, Canada. 


Meetiny on Industrial Medicine—The Western Industrial 
Medic ' Association will hold its 15th annual meeting April 28, 
8:15 9. m.-5:00 p. m., at the Ambassador Hotel, Los Angeles. 
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There will be no registration fee. Anyone interested in industrial 
medical and traumatic conditions or industrial compensation 
work is welcome to attend. The program will include: 


Electromyogram and Its Use in Industrial Medicine in Practice, Albert 
A. Marinacci, Los Angeles 

What the Industrial Physician Should Know About the Use and Possible 
Hazards from Nuclear Reactors and Multicurie Sources, Moses A. 
Greenfield, Ph.D., Los Angeles. 

Don't Blame Industry for Household Poisonings, Thomas J. Haley 
Ph.D. Los Angeles. 

Practice of Medicine in an Industrial Society, William P. Shepard 
New York. 

What is the Piace of the Medical School in Occupational Medicine in 
Respect to Teaching, Research, and Service? Stafford L. Warren 
Los Angeles. 

Preliminary Report on a New Method of Measuring Liver Damage and 
Kidney Damage by the Use of Radioisotopes, George V. Taplin 
Los Angeles. 


The session will end with a workmen's compensation clinic 
hour, during which representatives from the various institutions 
involved in this type of work will answer questions from the 
audience on industrial medicolegal compensation insurance 
problems. Information may be obtained from the secretary, 
Dr. Edward J. Zaik, 740 S. Olive St., Room 220, Los Angeles 14 
(telephone: TUcker 2381). 


Proctologists Meet in Chicago.—The eighth annual convention 
of the International Academy of Proctology will be held in the 
Drake Hotel, Chicago, April 23-26. The program will include: 


Observations on Ulcerative Colitis, Joseph B. Kirsner, Chicago 

Complications and Sequelae of Ulcerative Colitis, Manuel E. Lichten- 
stein, Chicago. 

Pathology of Anorectum, George J. Rukstinat, Chicago 

Classification and Pathology of Hemorrhoids, George Shropshear, 
Chicago. 

Visualization and Mobilization of External Sphincter in Hemorrhoid 
ectomy, Walter C. Bornemeier, Chicago. 

Postoperative Anorectal Strictures, Harry A. Gussin, Chicago. 

Coccygodynia, Sidney J. Shafer, Chicago. 

Why do Pilonidal Cysts Recur? Henry A. Springer, Cincinnati 

Histoplasmosis and the Colo-Proctologist, Donald C. Collins, Holly- 
wood, Calif. 

Anorectal Complications of Pregnancy, John R. Wolff, Chicago 

Genitourinary Complications in Anorectal Surgery, Roland R. Cross 
Jr., Chicago. 

Antihistamine Type Sedatives, Max S. Sadove, Chicago 

One Stage Colectomy for Ulcerative Colitis, Leon J. Aries, Chicago. 

Present Management of Ulcerative Colitis with Special Reference to 
the Sprue Diet: Eight Years’ Experience, Henry A. Monat, Wash- 
ington, D. C. 

Diverticulosis and Its Surgical Complications, Karl A. Meyer, Chicago 

Treatment of Polyps of the Colon, Earle I. Greene, Chicago 

Significance and Management of Associated Anorectal Diseases with 
Hemorrhoidal Diseases, Jacob J. Weinstein, Washington, D. € 

Lipoma Simulating Polyp of Descending Colon, Alfred L. Solow and 
Stanley J. Mikal, Boston. 

Problems of Small Race Endameba Histolytica in Chicago, William 
H. Shlaes, Chicago. 

Sigmoidoscopic and Proctoscopic Examinations, James D. Majarakis, 
Chicago. 

Symptoms, Differential Diagnosis, and Treatment of Diverticulitis, 
Arkell M. Vaughn, Chicago. 


On Wednesday there will be a symposium, “Fluids and Electro- 
lytes in Gastrointestinal Surgery,” with Dr. Edward J. Krol, 
Chicago, as moderator. The afternoon will be devoted to a panel, 
“Diseases of the Anus and Rectum,” moderated by Dr. Alfred 
J. Cantor, Flushing, N. Y. A motion picture seminar will be held 
on Thursday, and the annual banquet and dance will be given 
that evening. 


LATIN AMERICA 

Yellow Fever Control.—Under the sponsorship of the World 
Health Organization and the Pan American Sanitary Bureau, 
a group of public health officials from nine countries is studying 
yellow fever control in Cuba, Honduras, Costa Rica, Panama, 
Colombia, Venezuela, Trinidad, and Brazil. Dr. J. Austin Kerr 
of Washington is serving as escort for the tour. 





Symposium on Rheumatic Fever.—The National Institute of 
Cardiology of Mexico and the Society of Internists and of Fel- 
lows of the National Institute of Cardiology will hold the first 
International Symposium on Rheumatic Fever April 30-May 3 
in the auditorium of the institute in Mexico City. Cost of attend- 
ing the congress will be 200 pesos (about $16). Physicians par- 
ticipating in the program will include: Drs. Ann G, Kuttner, Paul 
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Klemperer, George Murphy, New York; Drs. Benedict F. Mas- 
sell and Edward F. Bland, Boston; and Dr. Albert Dorfman, 
Chicago. 


FOREIGN 


Clinic Days in Europe.—American participants in the Inter- 
national College of Surgeons’ Clinic Days (Paris, France, May 10; 
Nantes, France, May 14-16; Berne, Switzerland, May 17; Rome, 
Italy, May 23; and Vienna, Austria, May 30) will present: 


Medical Journalism, George Halperin, Chicago, Associate Editor of 
THE JOURNAL. 

Spondylolisthesis, Henry W. Meyerding, Mayo Clinic, Rochester, Minn., 
first vice-president of the International College of Surgeons. 

Hiatal Hernia Treated by Cervical Transsection of the Phrenic Nerve, 
William Bates, Philadelphia, with John W. Egoville, Philadelphia, 
as co-author. 

Multiple, Nonsimultaneous Malignancies Not Involving the Same Organ, 
Stanley R. Maxeiner, University of Minnesota Medical School, Minne- 
apolis. 

Current Therapy of Tuberculous Anal Fistula, Clement L. Martin, 
Stritch School of Medicine of Loyola University, Chicago. 

Recent Advances in Surgery, Max Thorek. 


Meeting on Health Education.—The International Union for 
Health Education of the Public will hold its third conference in 
Rome, April 28-May 5. The general questions to be discussed 
are (1) What are the needs and procedures for developing coop- 
eration in local programs of health education of the public? 
(2) How do we adapt health education methods and materials to 
different population groups? (3) What preparation in health 
education of the public is needed in the professional education 
of health personnel and of educational personnel? and (4) What 
should be the health education activities in schools? Special 
subjects will include health education in the prevention of acci- 
dents and in the prevention and control of social diseases and 
health education and the problems of mental health, nutrition, 
and environmental sanitation. Numerous excursions have been 
planned to points of interest in and about Rome. A reception by 
the Italian committee for health education is scheduled for 
Saturday and the mayor’s reception at the Capitol for the follow- 
ing Wednesday. 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BOARD OF MEDICAL EXAMINERS: Various Centers. June 19-20 
(Parts I and II); September 4-5 (Part I). Candidates may file appli- 
cations at any time but they must be received at least six weeks 
before the date of the examination for which application is made. New 
candidates should apply by formal registration; registered candidates 
may notify the board, indicating desired location, date and candidate 
number. Ex. Sec., Dr. John P. Hubbard, 133 South 36th St., Phila- 
delphia 4. 


BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination. Montgomery, June 19-21. Sec., Dr. D. G. Gill, 
State Office Bldg., Montgomery. 

ARKANSAS:* Examination, Little Rock, June 14-15. Sec., Dr. Joe Verser, 
Harrisburg. 

CoLorapo:* Examination. Denver, Jume 12-13. Exec. Sec., Miss Beulah 
H. Hudgens, 831 Republic Bldg., Denver 2. 

DELAWARE; Examination. Dover, July 10-12. Reciprocity. Dover, July 19. 
Sec., Dr. Joseph S. McDaniel, 229 S. State St., Dover. 

District OF CoLUuMBIA:* Examination, Washington, May 14-15. Deputy 
Director, Mr. Paul Foley, 1740 Massachusetts Ave., N.W., Washington. 

Fioripa:* Examination. Miami Beach, June 24-26. Sec., Dr. Homer L. 
Pearson, 901 N.W. 17th St., Miami 36. 

GeorGcia: Examination and Reciprocity. Atlanta, June. Sec., Mr. Cecil 
L. Clifton, 111 State Capitol, Atlanta 3. 

IpaHo: Examination, Reciprocity and Endorsement. Boise, July 9-11. 
Exec. Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

ILLinois: Examination and Reciprocity. Chicago, June 19-21 and Oct. 9-11. 
Supt. of Regis., Mr. Frederic B. Selcke, Capitol Building, Springfield. 

INDIANA: Examination. Indianapolis, June. Exec. Sec., Miss Ruth V. 
Kirk, 538 K. of P. Bldg., Indianapolis. 

lowa:* Examination. lowa City, Jume 11-13. Exec. Sec., Mr. Ronald V. 
Saf, 310 Bankers Trust Bldg., Des Moines. 
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Kansas: Examination and Reciprocity. Kansas City, June 6-7. Sec, » 
Lyle F. Schmaus, 872 New Brotherhood Bidg., Kansas City 7 
KENTUCKY: Examination. Louisville, June 4-6. Sec., Dr. Russel! EF. Teagug 
620 S. Third St., Louisville 2. , 
Louisiana: Regular. Examination and Reciprocity. New Orleans, June ¢: 
Dr. E. H. Lawson, 930 Hibernia Bank Bldg., New Orleans. Hom», 
pathic. Subject to call. Sec., Dr. F. H. Hardenstein, 903 Pere My 

quette Bldg., New Orleans 12. 

Maine: Examination and Reciprocity. Augusta, July 10-11. Sec, p 
Adam P. Leighton, 192 State St., Portland. 

MaryLAND: Examination. Baltimore, June 19-20. Sec., Dr. Lewis p 
Gundry, 1211 Cathedral St., Baltimore. 

MARYLAND: Homeopathic. Examination. Havre de Grace, June 25-27, Sq, 
Dr. Robert H. Reddick, R.D. $2, Cambridge. 

MASSACHUSETTS: Examination. Boston, July 10-13. Sec., Dr. Rober ¢ 
Cochrane, Room 37, State House, Boston. 

MICHIGAN:* Examination. Ann Arbor and Detroit, June 11-13. Sec, p, 
E. C. Swanson, 118 Stevens T. Mason Blidg., Lansing. 

Minnesota:* Examination and Reciprocity. Minneapolis, June 12-14, S. 
Dr. F. H. Magney, 230 Lowry Medical Arts Bldg., St. Paul 2. 

Mississippi: Examination. Jackson, June 25-26. Reciprocity. Jackson, Jyy 
27. Asst. Sec., Dr. R. N. Whitfield, Old Capitol, Jackson. 

Missouri: Examination. St. Louis, May 30-31 and June 4-5. Exec, Sx: 
Mr. John A. Hailey, State Capitol Bldg., Box 4, Jefferson City, 

NEBRASKA:* Examination. Omaha, June 18-20. Director, Bureau of Fyn. 
ining Boards, Mr. Husted K. Watson, 1009 State Capitol Bldg., Linco'y 

New Jersey: Examination. Trenton, June 19-22. Sec., Dr. Patrick 4 
Corrigan, 28 W. State St., Trenion. 

New Mexico:* Examination and Endorsement. Santa Fe, May 2\.2 
Sec., Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

NortH Caro.ina: Endorsement. Pinehurst, April 30. Examination. Raleish, 
June 18-21. Sec., Dr. Joseph J. Combs, Professional Bldg., Raleigh 

NortH Dakota: Examination. Grand Forks, July 11-13. Reciprocity an 
Endorsement. Grand Forks, July 14. Sec., Dr. C. J. Glaspel, Grafton 

Onto: Examination. Columbus, June 14-16. Sec., Dr. H. M. Platter, 2) 
W. Broad St., Columbus. 

OKLAHOMA:* Examination. Oklahoma City, June 5-6. Sec., Dr. E. F 
Lester, 813 Braniff Bldg., Oklahoma City. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July 9-12. Ac 
ing Sec., Mrs. Margaret G. Steiner, Box 911, Harrisburg. 

SoutH CaroOLina: Reciprocity. Myrtle Beach, May 15. Examination. Co- 
lumbia, June 25-26. Sec., Mr. N. B. Heyward, 1329 Blanding Si, 
Columbia. 

SoutH Dakota:* Examination. Custer, July 17-19. Sec., Mr. John C. 
Foster, 300 First National Bank Bldg., Sioux Falls. 

Texas:* Examination and Reciprocity. Fort Worth, June 18-20. Sec. 
Dr. M. H. Crabb, 1714 Medical Arts Bidg., Fort Worth 2. 

UtaH: Examination. Salt Lake City, July 11-13. Director, Mr. Frank E 
Lees, 324 State Capitol Bldg., Salt Lake City 1. 

VirGINiA: Reciprocity. Richmond, June 13. Examination. Richmond, June 
14-16. Address, Board of Medical Examiners, 631 First St, SW. 
Roanoke. 

WASHINGTON:* Endorsement. Seattle, July 15. Examination. Seattle, July 
16-18. Sec., Mr. Edward C, Dohm, Olympia. 

WEsT VIRGINIA: Examination. Charleston, July. Reciprocity. Charlestos, 
April 23. Sec., Dr. N. H. Dyer, State Office Bldg. No. 3, Charleston 

WISCONSIN:* Reciprocity, Madison, Spring; Reciprocity and Examination 
Milwaukee, July 10-12. Sec., Dr. Thomas W. Tormey, Jr., 1140 Sts 
Office Bidg., Madison. 

WyominG: Examination and Reciprocity. Cheyenne, June 4. Sec., Dr 
Franklin D. Yoder, State Office Bildg., Cheyenne. 

Ataska:* On application in Anchorage, Fairbanks, Juneau and other 
towns. Sec., Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Hawai: Examination. Honolulu, July 9-10. Sec., Dr. I. L. Tilden, 1020 
Kapiolani St., Honolulu. 

VirGIN ISLANDS: Examination and Endorsement. Charlotte Amalie, June 
13-14. Sec., Dr. Earle M. Rice, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ARKANSAS: Examination. Little Rock, May 4-5. Sec., Mr. S. C. Dellinger 
Zoology Department, University of Arkansas, Fayetteville. 

CoLoraDo: Examination and Reciprocity. Denver, May 2-3. Sec. Dt 
Esther B. Starks, 1459 Ogden St., Denver 18. 

Fioripa: Examination. Miami, June 9. Sec., Mr. M. W. Emmel, Box 340 
Gainesville. 

OrEGON: Examination. Portland, June 2, Sept. 8 and Dec. 1. Dr. Ea! 
M. Pallett, Sec., State Board of Higher Education, Eugene. 

SoutH Dakota: Examination. Vermillion, June 8-9. Sec., Dr. Gregg M 
Evans, 310 E. 15th St., Yankton. 

WASHINGTON: Reciprocity. Seattle, July 10. Examination. Seattle, Jv!) 
11-12. Sec., Mr. Edward C. Dohm, Olympia. 

WISCONSIN: Examination. Milwaukee, June 2. Final date for filing app! 
cation was Mar. 30. Sec., Dr. W. H. Barber, 621 Ransom S:., Ripo® 

ALASKA: Examination and Reciprocity. Anchorage and Juneau, ‘°°! week 
of February, April, June, August and November. Sec., Dr. ©. Earl 
Albrecht, Box 1931, Juneau. 





*Basic Science Certificate required. 
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GOVERNMENT SERVICES 








FOOD AND DRUG ADMINISTRATION 


Public Warning Against Hoxsey Cancer Treatment.—Following 
is arelease issued April 4 by the Food and Drug Administration, 
U. §. Department of Health, Education, and Welfare, Washing- 
ton, D. c. 

“Sufferers from cancer, their families, physicians, and all con- 
cerned with the care of cancer patients are hereby advised and 
warned that the so-called Hoxsey treatment for internal cancer 
has been found by the United States Court of Appeals for the 
Fifth Circuit, on the basis of evidence presented by the Food and 
Drug Administration, to be a worthless treatment. (The court 
decisions can be found in Volume 198, Federal Reporter, Second 
Series, page 273, and Volume 207, Federal Reporter, Second 
Series, page 567.) 

“The Federal Food, Drug, and Cosmetic Act authorizes dis- 
semination of information regarding drugs in situations involv- 
ing imminent danger to health or gross deception of the con- 
sumer. (21 U.S.C. 375 (b) This authority has been delegated to 
the Commissioner of Food and Drugs by the Secretary of Health, 
Education, and Welfare, 20 Federal Register 1998.) 

“The Hoxsey treatment for internal cancer involves such drugs. 
Its sale represents a gross deception to the consumer. It is im- 
minently dangerous to rely upon it in neglect of competent and 
rational treatment. 

“The Hoxsey treatment costs the patient $400 plus $60 in ad- 
ditional fees; expenditures which will yield nothing of any value 
in the care of cancer. It begins with a superficial and inadequate 
examination of the patient at the Hoxsey Cancer Clinic, Dallas, 
Texas, or Portage, Pennsylvania. The patient at Dallas is then 
supplied with one of the following ‘cancer’ medicines: Black 
pills, red pills, a brownish-black liquid, or a light red liquid. The 
black pills and the brownish-black liquid contain: Potassium 
iodide, licorice, red clover blossoms, burdock root, Stillingia 
root, berberis root, poke root, cascara sagrada, prickly ash bark, 
and buckthorn powder. The red pills contain potassium iodide, 
red clover, Stillingia root, poke root, buckthorn, and pepsin. At 
Portage the patient is given the same ‘cancer’ medication al- 
though the colors of the pills are different. The light red liquid 
medicine is potassium iodide in elixir of lactated pepsin. There 
is evidence that potassium iodide accelerates the growth of some 
cancers, 

“The Food and Drug Administration has conducted a thorough 
and long-continuing investigation of Hoxsey’s treatment. His 
claimed cures have been extensively studied and the Food and 
Drug Administration has not found a single verified cure of 
internal cancer effected by the Hoxsey treatment. In addition, 
the National Cancer Institute of the United States Public Health 
Service has reviewed case histories submitted by Hoxsey and 
advised him that the cases provided no scientific evidence that 
the Hoxsey treatment has any value in the treatment of internal 
cancer. 

“On October 26, 1953, Harry M. Hoxsey, the Clinic, and all 
Persons in active concert with him were enjoined by the United 
States District Court at Dallas, Texas, fram shipping their worth- 
less cancer medicines in interstate commerce with labeling repre- 
senting, suggesting, or implying that the products are effective in 
the treatment of any type of internal cancer. While the Govern- 
ment intends to prosecute violations of the injunction, this warn- 
ing ts necessary for the immediate protection of cancer victims 
who may be planning to take the Hoxsey treatment. 

“Those afflicted with cancer are warned not to be misled by 
the false promise that the Hoxsey cancer treatment will cure or 
allevic'e their condition. Cancer can be cured only through sur- 
gery radiation. Death from cancer is inevitable when cancer 
Patien's fail to obtain proper medical treatment because of the 
lur a painless cure ‘without the use of surgery, x-ray, or 
rac’m’ as claimed by Hoxsey.” 
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PUBLIC HEALTH SERVICE 


More Water Supplies Needed.— More than one out of four of 
the larger urban areas have reported they will need additional 
water supplies to meet municipal and indusirial growth. The 
Public Health Service made a nationwide inventory of water 
facilities of 1,532 communities. Of these, 367 areas with a total 
population of nearly 20 million reported that they would need 
additional supplies. The inventory covered all facilities serving 
10,000 people or more and a 40% sample of those serving 
between 5,000 and 10,000. The survey was carried out under a 
delegation by the Office of Defense Mobilization as part of the 
government's mobilization-readiness planning activities 

Gordon E. McCallum, chief of the service's Water Supply and 
Water Pollution Control Program, said, “In recent years, many 
cities have experienced water shortages during periods of low 
rainfall. Such situations are likely to increase in number and 
severity as population and industry continue to expand. Cities 
are doing extensive advance planning to meet expected future 
demands for water. In many instances, sizeable water develop- 
ment projects will be needed. .. . Greater conservation of avail- 
able water resources through pollution control is becoming more 
and more important in many areas. Adequate treatment of wastes 
to permit more extensive use of available surface water is the 
logical answer to some of the present supply problems.” 

More than half of the water supply facilities covered by the 
survey were reported as needing improvement or enlargement, 
but not all of these involve development of new sources of supply. 
About one-fourth of the facilities need additional distribution 
systems. The Public Health Service said this was due in part to 
the growing practice on the part of municipalities to provide 
water service to suburban areas. 


National Institute of Allergy.—Dr. Dorland J. Davis has been 
appointed associate director of the National Institute of Allergy 
and Infectious Diseases of the Public Health Service. He will be 
responsible for the planning, organization, and direction of the 
institute’s research program in Bethesda, Md., and at its 
field station in Hamilton, Mont. Dr. Davis joined the Public 
Health Service as a commissioned officer in 1939. His principal 
contributions have been in the fields of influenza, hepatitis, 
bacterial eye disease, and psittacosis. He is executive secretary 
of the World Health Organization's influenza study program in 
this country and a member of the WHO’s Panel on Virus Dis- 
eases and Expert Committee on Influenza. Last year he received 
the Edward Rhodes Stitt award of the Association of Military 
Surgeons for work in the field of antibiotics. 

The National Institute of Allergy and Infectious Diseases, 
formerly the National Microbiological Institute, last month an- 
nounced a major addition in its research activities. Present plans 
call for long-term basic studies in the fields of allergy and im- 
munology, with principal emphasis on the support of scientists 
in the nation’s universities and medical schools through grants- 
in-aid. 


Increase in Paralytic Poliomyelitis.—According to the Com- 
municable Disease Summary of the Public Health Service for 
the week ended March 31, 1956, the cumulative total number 
of cases of poliomyelitis reported in the first quarter of 1956 
is almost the same as that reported in the same period of 1955. 
However, the number of paralytic cases is about 26% greater 
for this period of 1956, as compared with that for last year. 
The number of nonparalytic cases is essentially the same for 
the two periods, but the number of unspecified is less for 1956 
than for 1955. 


Personal.—The Public Health Service reports that two of its 
scientists, Dr. Carroll E. Palmer and Dr. Laurence Irving, were 
awarded honorary degrees by the University of Oslo, Norway, 
on March 13. Dr. Palmer, a physician, has spent the major part 
of his life in research on infections of the lung. Dr. Irving, a 
physiologist, has done extensive research on methods of adapting 
human life to arctic temperatures.——-Mark D. Hollis, assistant 
surgeon general and chief engineer of the U. S. Public Health 
Service, was awarded the honorary doctor of science degree by 
the University of Florida Jan. 28. Mr. Hollis was principal com- 
mencement speaker and discussed “Advaneing Technology.” 
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DEATHS 


Miles, Lee Monroe © Albuquerque, N. Mex.; born in Redfield, 
S. D., March 22, 1887; Rush Medical College, Chicago, 1915; 
for one year taught physiology at Marquette University School 
of Medicine in Milwaukee; from 1916 to 1920 worked as a 
medical missionary in Tehchow, China; from 1922 to 1926, 
under the auspices of the Rockefeller Foundation, at Peking 
Union Medical College in China, was an associate professor of 
obstetrics and gynecology; in 1918, a special citation was 
awarded to him by the U. S. Department of State for his work 
during the great epidemic of pneumonic plague in Kalgan, 
China; following his return to the United States in 1926, entered 
private practice in St. Paul and became assistant clinical pro- 
fessor in obstetrics and gynecology at the University of Minne- 
sota Medical School at Minneapolis; founder-member of the 
American Academy of Obstetrics and Gynecology and chairman 
of the state organization in 1954; member of the International 
College of Surgeons; a charter member of the Southwest 
Obstetrics and Gynecology Society, of which he was president 
in 1953; fellow of the American College of Surgeons; a specialist 
certified by the American Board of Obstetrics and Gynecology; 
in 1931 joined the staff of the Lovelace Clinic in Albuquerque, 
and became chief of the department of obstetrics and gynecology 
and a member of its board of governors; chief obstetrician and 
gynecologist at the Bataan Memorial Methodist Hospital; died 
Jan. 13, aged 68, of cerebrovascular accident. 


Ginzberg, Raphael © Tomah, Wis.; born in Libau, Latvia, 
May 15, 1895; Thiiringische Landesuniversitat Medizinische 
Fakultat, Jena, Thuringia, Germany, 1930; fellow of the Ameri- 
can Psychiatric Association, Gerontological Society, and the 
American Geriatrics Society; member of the lowa Neuropsychi- 
atric Society and the American Association for the Advancement 
of Science; from 1949 to 1952 assistant clinical instructor and 
from 1946 to 1952 associated with the department of medicine, 
New York Medical College, Flower and Fifth Avenue Hospitals 
in New York City, where he taught the first course in geriatrics 
at the New School for Social Research, 1949-1950, and associate 
visiting physician at the Metropolitan Hospital from 1947 to 
1952; joined the staff of the Mental Health Institute in Cherokee, 
lowa, where he engaged in research and publication and was 
made director of the gerontological unit; senior physician, im 
charge of the geriatrics section, and chairman of the geriatrics 
board at the Veterans Administration Hospital at Tomah; died 
Jan. 19, aged 60, of coronary thrombosis. 


Tewksbury, William Davis ® Washington, D. C.; born in Hutch- 
inson, Kan., May 7, 1885; George Washington University School 
of Medicine, Washington, 1908; served on the faculty of his alma 
mater and the Georgetown University School of Medicine; 
specialist certified by the American Board of Internal Medicine; 
a past-director of the Tuberculosis Association of the District of 
Columbia; member of the American College of Chest Physicians, 
Hypocrates Galen Medical Society, and the American Trudeau 
Society; formerly medical superintendent of the Tuberculosis 
Hospital of the District of Columbia, where he was resident 
physician, 1908-1909; from 1909 to 1911 physician in charge of 
Catawba (Va.) Sanatorium; fellow of the American College of 
Physicians; member of the Sigma Alpha Epsilon and Phi Chi 
fraternities; died at his home in Chevy Chase, Md., Dec. 28, 
aged 70, of myocardial failure. 


Brown, James Richard ® Huntington, W. Va.; born in Hinton 
March 11, 1905; Medical College of Virginia, Richmond, 1929; 
specialist certified by the American Board of Surgery; past- 
president of the Cabell County Medical Society; served during 
World War II; held the rank of commander in the Medical Corps, 
U. S. Naval Reserve, when he was released to inactive duty in 
1951; member of the Southeastern Surgical Congress and the 
International College of Surgeons; fellow of the American 
College of Surgeons; on the staffs of St. Mary’s, Guthrie, and 
Memorial hospitals; died March 2, aged 50. 





@ Indicates Member of the American Medical Association. 


Atkinson, Charles W. ® Boswell, Ind.; Medical College 9 
Indiana, Indianapolis, 1903; served as county health officer, 
died Dec. 24, aged 77, of cerebral hemorrhage. 


Balfour, Charles Edward @ Baltimore; Johns Hopkins Univer. 
sity School of Medicine, Baltimore, 1931; interned at the Union 
Hospital in Baltimore; served an internship and residency 
the Sheppard and Enoch Pratt Hospital in Towson, Md.; diej 
Jan. 19, aged 53. 


Behymer, Carroll; Cincinnati; Eclectic Medical Institute, Cjp. 
cinnati, 1898; died Feb. 19, aged 80. 


Butaud, Russell Sterling ® Bay City, Texas; Tulane Universi, 
School of Medicine, New Orleans, 1932; member of the Texas 
and American Public Health associations; served during Worl 
War II; director of the Matagorda and Fort Bend Counties 
Health Unit; died Dec. 24, aged 52, of burns received when 
his ranch cabin near Pennington burned. 


Carmine, Walter Mills, Dundalk, Md.; University of Maryland 
School of Medicine, Baltimore, 1907; member of the Medical 
and Chirurgical Faculty of Maryland; past-president of the 
Baltimore County Medical Society; served as county coroner, 
medical examiner for the Maryland National Guard, and as 
examining physician for the Dundalk Selective Service Board 
during World War II; died Oct. 13, aged 74, of coronary 
occlusion. 


De Nicola, Paul @ Nashua, N. H.; University of Vermont 
College of Medicine, Burlington, 1924; member of the board 
of health of Merrimack; police surgeon; on the staffs of the 
Memorial and St. Joseph's hospitals; died Jan. 19, aged 58, of 
metastatic adenocarcinoma. 


Denison, Louis Leslie ® Detroit; University of Toronto Faculty 
of Medicine, Canada, 1923; interned at the Buffalo City Hospital 
and the Rochester (N. Y.) State Hospital; died Dec. 9, aged 54, 
of cancer of the lungs. 


Edelson, Samuel © Asbury Park, N. J.; Hahnemann Medical 
College and Hospital, Philadelphia, 1926; served during World 
Wars I and II; past-president of the Monmouth County Medical 
Society; on the staffs of the Fitkin Memorial Hospital in 
Neptune and Monmouth Memorial Hospital in Long Branch; 
for many years school physician for Neptune township; died 
Jan. 20, aged 55, of myocardial infarction. 


Epstein, Bruno Eric, Chicago; Northwestern University Medical 
School, Chicago, 1955; aged 25; intern, Cook County Hospital, 
where he was slashed to death by a disgruntled outpatient 
Feb. 22. 


Fischbein, Louis © Brookline, Mass.; Boston University School 
of Medicine, 1901; died Jan. 2, aged 81, of cerebral thrombosis. 


Foreman, Brady Hugh ® Tacoma, Wash.; Rush Medical College, 
Chicago, 1903; interned at the Cook County Hospital in Chicago; 
fellow of the American College of Surgeons; died Feb. 20, 
aged 85. 


Gist, William Lucian ® Kansas City, Mo.; University Medical 
College of Kansas City, 1906; veteran of the Spanish-American 
War; called to active duty in the Mexican Border war; served 
in France during World War I; during World War II medical 
director for Selective Service in Missouri; formerly physician 
in the fire department; at one time superintendent of the Kansas 
City General Hospital; on the staff of St. Joseph Hospital, where 
he died Jan. 25, aged 73, of bacteremia and chronic pyelo- 
nephritis. 


Grandoit, Jacques, Chicago; Ecole Nationale de Médecine ¢ 
de Pharmacie, Port-au-Prince, Haiti, 1947; interned at the ( oney 
Island Hospital in Brooklyn, N. Y.; formerly a resident at the 
Kansas City (Mo.) General Hospital and the Fordham Hospital 
in New York City; served for a while with military forces i9 
Korea; died Jan. 21, aged 33. 
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Hippensic cle, Ralph Owen, Fremont, Ind.; Indiana University 
School 0! Medicine, Indianapolis, 1936; member of the Indiana 
State Medical Association; served during World War II; died 
Oct. 3, azed 49, of cirrhosis of the liver. 


Horner, John Ira, Jr. ® Audubon, N. J.; Hahnemann Medical 
College and Hospital of Philadelphia, 1942; interned at the West 
jersey Homeopathic Hospital in Camden, where he was on the 
gaff: died in the Hahnemann Hospital, Philadelphia, Jan. 20, 
aged 39, of rheumatic heart disease, aortic stenosis, and bacterial 
endocarditis following heart surgery. 


Jackson, Eugene ® Pueblo, Colo.; Vanderbilt University School 
of Medicine, Nashville, Tenn., 1907; on the staff of the Corwin 
Hospital; died Jan. 1, aged 73, of cerebral thrombosis. 


Jameson, John Broadus ® Camden, Ark.; University of Louis- 
ville (Ky.) School of Medicine, 1917; fellow of the American 
College of Surgeons; served as president of the school board and 
member of the state medical board; formerly member of the 
board of trustees for Quachita College in Arkadelphia; veteran 
of World War I; chief of staff, Camden Hospital; member of the 
staff of Quachita County Hospital, where he died Jan. 2, aged 
66, of coronary thrombosis. 


Jasper, Henry Clay, Richmond, Ky.; Kentucky School of 
Medicine, Louisville, 1889; an associate member of the Ameri- 
can Medical Association; past-president of the Madison County 
Medical Society and the Kentucky Association of Railway Sur- 
geons; for many years local surgeon for the Louisville and 
Nashville Railroad; died Dec. 15, aged 90, of arteriosclerotic 
heart disease. 

Lehmann, Werner @ Coronado, Calif.; Friedrich-Wilhelms- 
Universitat Medizinische Fakultat, Berlin, Germany, 1937; 
specialist certified by the American Board of Internal Medicine; 
veteran of World War II and the Korean War; on the staff of 
the Coronado (Calif.) Hospital, the San Diego County General 
Hospital, and Mercy Hospital in San Diego, where he died 
Jan. 20, aged 42, of subarachnoid hemorrhage. 


Limburg, J. Irwin, Sr. @ Jefferson, Iowa; Keokuk Medical 
College, College of Physicians and Surgeons, 1907; served 
during World War I; veteran of the Spanish-American War; on 
the staff of the Greene County Hospital; died in St. Petersburg, 
Fla., Feb. 4, aged 75, of coronary occlusion. 


Lippold, William Edward, Sea Girt, N. J.; Long Island College 
Hospital, Brooklyn, N. Y., 1905; fellow of the American College 
of Surgeons; served during World War II; president of the 
board of health of Sea Girt; formerly practiced in Brooklyn, 
where he was a member of the board of directors of the Bush- 
wick Hospital; died in the Fort Monmouth (N. J.) Hospital 
Jan. 8, aged 73, of circulatory failure. 


Lowe, Cecil Evan ® Mobridge, S. D.; Rush Medical College, 
Chicago, 1918; fellow of the American College of Surgeons; 
member of the American Academy of General Practice; medical 
director and owner of the Lowe Hospital; for many years 
president of the school board, a member of the board of trustees 
of Washburn University in Topeka, Kan., and in 1952-1953 
served as president of its alumni association; died in Orlando, 
Fla., Jan. 26, aged 63, of a heart attack. 


Lowrie, Thomas Luther, Miami, Fla.; Howard University 
College of Medicine, Washington, D. C., 1910; died in the 
Christian Hospital Dec. 30, aged 72, of carcinoma of the 
prostate. 


McKenzie, John Marvin, Thomaston, Ga.; Atlanta College of 
Physicians and Surgeons, 1902; member of the Medical Associ- 
ation of Georgia; died Jan. 2, aged 79, of cerebral hemorrhage, 
hypertension, and arteriosclerosis. 


Neely, Elmer E., Pittsburgh; Starling Medical College, Colum- 
bus, 1888; an associate member of the American Medical 
Association; died in the Allegheny General Hospital Jan. 31, 
aged 94, of coronary thrombosis. 

Nelson, Siegfried, New York City; Albert-Ludwigs-Universitit 
Medizinische Fakultat, Freiburg, Baden, Germany, 1902; died 


in “~ Presbyterian Hospital Dec. 29, aged 77, of coronary 
occ usion, 
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Northcutt, Joseph Donaphin, Covington, Ky.; University of 
Louisville (Ky.) Medical Department, 1908; fellow of the 
American College of Surgeons; past-president of the Kentucky 
State Medical Association; on the staffs of the Booth Memorial 
Hospital and St. Elizabeth Hospital, where he died Jan. 22, 
aged 71, of a fractured right hip as the result of a fall, arterio- 
sclerosis, and chronic cystitis. 


Petterson, Edward Chester # Plainville, Kan.; University of 
Kansas School of Medicine, Kansas City, 1920; county coroner 
and county health officer; surgeon for the Union Pacific Rail- 
road; on the staffs of the Hadley Memorial and St. Anthony's 
hospitals in Hays; on the staff of the Plainville Rural Hospital, 
where he died Jan. 14, aged 61, of acute myocardial infarction. 


Rice, George Elmer ® Chagrin Falls, Ohio; Ohio State Univer- 
sity College of Medicine, Columbus, 1933; also a graduate in 
pharmacy; specialist certified by the American Board of Internal 
Medicine; on the staff of St. Luke’s Hospital in Cleveland; died 
Jan. 6, aged 50, of coronary occlusion and arteriosclerosis 


Ryan, David Charles @ Peoria, II!.; St. Louis University School 
of Medicine, 1939; member of the American Academy of 
General Practice; served during World War II; secretary of 
the public health board; medical director of the Peoria County 
Nursing Home; died in St. Francis Hospital Feb. 3, aged 44, 
of myocardial infarction due to coronary occlusion and severe 
atherosclerosis. 

Schutz, Paul Jeffrey ® Chicago; University of Illinois College 
of Medicine, Chicago, 1944; specialist certified by the American 
Board of Internal Medicine; interned at the Michael Reese 
Hospital; served as a fellow in clinical pathology at the Cook 
County Graduate School of Medicine in Chicago and as a 
resident at the Veterans Administration Hospital in Hines, IIl.; 
at one time on the faculty of his alma mater; captain in the 
Medical Corps, Army of the United States Air Force, from 1945 
to 1947; died March 2, aged 34, of a brain tumor. 


Shackelford, John Armstrong ® Spencer, Va.; Johns Hopkins 
University School of Medicine, Baltimore, 1920; fellow of the 
American College of Surgeons; formerly practiced in Martins- 
ville, Va., where he was owner of the Shackelford Hospital, 
associated with the Martinsville General Hospital, a director of 
the Bassett Furniture Industries and the First National Bank, 
and a charter member of the Martinsville Rotary Club; died in 
February, aged 61, of angina pectoris. 


Sims, Leslie Bennet © Farmington, II].; Northwestern University 
Medical School, Chicago, 1907; specialist certified by the Ameri- 
can Board of Psychiatry and Neurology; member of the Ameri- 
can Psychiatric Association; veteran of World War I; served 
on the staffs of the Graham Hospital in Canton, Methodist 
Hospital of Central Illinois, Peoria, and the Galesburg (IIl.) 
Cottage Hospital; died Feb. 2, aged 75, of acute coronary 
occlusion. 


Streicher, Michael Henry ® Chicago; University of Illinois 
College of Medicine, Chicago, 1926; associate professor of 
medicine at his alma mater; past-president and for many years 
executive secretary and treasurer of the medical alumni associ- 
ation of his alma mater; author of “Proctoscopic Examination 
and Diagnosis and Treatment of Diarrheas”; for many years 
affiliated ‘vith St. Elizabeth’s Hospital and Grant Hospital, where 
he died Feb. 9, aged 58, of coronary occlusion. 

Webb, Robert Marvin, Kilmichael, Miss.; Mississippi Medical 
College, Meriden, 1912; died Feb. 26, aged 69, of a heart 
attack. 

Wilson, Willets, Ithaca, N. Y.; Cornell University Medical 
College, New York City, 1902; also a graduate in pharmacy; 
an associate member of the American Medical Association; died 
in the Tompkins County Memorial Hospital Feb. 6, aged 82, 
of cerebral hemorrhage. 

Winters, Walter Payne, San Diego, Calif.; New York Home- 
opathic Medical College and Hospital, New York City, 1906; 
an associate member of the American Medical Association; on 
the staffs of the Mercy and Quintard hospitals; died Nov. 9, 
aged 85, of cerebral vascular accident and arteriosclerosis. 
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Plastic Correction of Mammary Hypoplasia.—At the meeting 
of the Society of Physicians in Vienna on Jan. 27, Dr. E. Winkler 
reported that a good cosmetic result can be obtained by implan- 
tation of adequately shaped adipose-corium transplants in pa- 
tients with hypoplasia of the breasts. Healing, when adipose 
tissue that has been transplanted in connection with the corium 
from which the epidermis has been removed is used, is much 
better than when adipose tissue alone is used, in that there is 
much less subsequent shrinking and absorption. In 13 of 14 
patients in whom this method was used, the cosmetic result was 
satisfactory. In one patient an aseptic necrosis of the implanted 
adipose tissue occurred on one side so that the graft had to be 
removed. The implantation of foreign bodies should not be done. 


Treatment of Myocardial Infarction with Anticoagulants.—At 
the same meeting, Dr. E. F. Hueber reported that, in a series 
of 342 patients with definite myocardial infarction, 122 were 
treated with anticoagulants. Thromboembolic complications 
occurred in 17.2% of the group treated without anticoagulants, 
as compared to 4% among those treated with anticoagulants. 
Because of these results, no patient with acute myocardial in- 
farction is now denied treatment with anticoagulants unless 
definite contraindications exist. Dr. L. Slapak on the other hand 
reported that, in another series of 1,142 patients with acute 
myocardial infarction, 111 patients were treated with antico- 
agulants, including heparin, bishydroxycoumarin, ethyl bis- 
coumacetate, and Marcoumar. Of these, 28.8% died as compared 
to 27.5% of the group not treated with anticoagulants. Throm- 
boembolic complications occurred in 22.5% of the patients 
treated with anticoagulants, as compared to 22% of those not 
so treated. The percentage of thromboembolic complications was 
mich higher in women (36.6%) than in men (18.7%), but, of the 
women treated with anticoagulants, only 20.8% had thrombo- 
embolic complications compared to 38.9% among those not so 
treated, while thromboembolic complications occurred in 22.9% 
of the treated men as compared to 18.3% of the untreated. 


Bronchopneumonia in Infants.—At the same meeting, Dr. F. 
Tausek and Dr. O. Jiirgenssen reported on newborn and nursing 
infants who had bronchopneumonia and who were treated with 
tetracycline in daily doses of 10 mg. per kilogram of body weight, 
a dose that is small enough to spare the coliform organisms. The 
results were satisfactory. The speakers believe that the use of 
these small doses will prevent gastrointestinal disturbances, 
isolated cases of which they had observed in underweight infants 
who were given 20 mg. per kilogram of body weight. 


Erosion of the Esophagus.—At the same meeting, Dr. W. Burian 
Stated that the use of antibiotics did not much improve the 
functional results in patients with erosion of the esophagus. After 
preliminary experiments carried out in 1952, the speaker has 
treated all patients with severe erosions of the esophagus with 
corticotropin and cortisone. This method has the advantage in 
that the stage of shock sometimes observed is better tolerated and 
of shorter duration with early institution of treatment with 
hormones because the use of hormones reduces the production 
of granulation tissue and connective tissue, so that there is less 
scar formation and the patient is spared prolonged treatment 
with bougies. This type of treatment is successful only when 
hormones are given as soon as possible and when the progress 
can be checked with the endoscope. These endoscopic examina- 
tions are indispensable for determining the optimal dose of cor- 
tisone. Cortisone therapy must be practiced under the protective 
cover of massive antibiotic therapy, and it must be continued 
until epithelization of the erosions has occurred. This occurs 
more rapidly with the aid of cortisone than without it. The aver- 
age duration of treatment is four to six weeks, while, before this 
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treatment was used, the erosions often required years for com. 
plete healing. In the treatment of old erosive stenosis, it prove; 
beneficial to combine the administration of cortisone with intep. 
sive dilatation with the aid of bougies introduced through the 
endoscope. Lacerations in the scar tissue caused by the bougies 
heal under these conditions with a minimum of connective tissye 
proliferation, and thus, for the most part, the dilatation obtained 
becomes permanent and the patient may be spared later treat. 
ment with bougies. 


Fractures of the Elbow.—At the meeting of the Society of Physi- 
cians in Vienna on Jan. 13, Dr. E. Trojan reported that, in some 
fractures of the elbow associated with dislocation, the insertion 
of a piece of bone into the meduilar cavity (medullar peg) was 
of value. This method is recommended particularly for recent 
posterior fractures and for old anterior and posterior fractures 
of the elbow with dislocation of the head of the radius. It also 
gives good results in proximal fractures of the forearm with for. 
ward and backward dislocation of both bones of the forearm. 
In these patients operation should be performed only on the 
first day or after three weeks have passed. With these indications, 
good functional results may be expected. 


Asthma.—At the same meeting, Dr. G. Holler stated that up to 
date no effective method had been devised to give cortisone by 
inhalation for bronchial asthma, since this drug is not soluble 
in water and a liquid preparation is available only in the form 
of a crystalline suspension. Hyperthyroidism is often associated 
with asthma, but diabetes mellitus rarely is. In one patient, a 
52-year-old man, bronchial asthma of long duration subsided 
completely when diabetes mellitus developed. Asthma is a col- 
lagen disease. It is characterized by hyperfunction of the reticulo- 
endothelial system. After very promising results with use of 
radiogold (Au!®5) in animals, patients with bronchial asthma were 
given a single injection of 10 mc. of the drug with notable thera- 
peutic success. In guinea pigs sensitized with chicken albumin, a 
fatal asthmatic attack developed without exception when the 
animals were exposed to a chicken albumin aerosol, but all 
similarly sensitized animals that were pretreated with Thoro- 
trast (a proprietary preparation of thorium dioxide) or Au'” 
survived in this type of atmosphere. 





Bronchus Blockade Test.—At the same meeting, Dr. F. Salzmann 
reported on the combination of electrocardiographic studies with 
the bronchus blockade test. The latter was devised by Wenz! and 
Strahberger for testing the pulmonary function of the individual 
Jungs. The combination of these two methods was used for estab- 
lishing a prognosis with regard to cardiac capacity in patients 
who were to be subjected to a major operation on the lungs. Of 
40 patients whe were subjected to this type of examination, 
coronary insufficiency was demonstrated in 5 and severe extra- 
systole in 2. Only an increase in pulse rate resulted in the other 
patients. In some patients whose electrocardiographic findings 
were normal, findings were abnormal when the combined test 
was used. 


BRAZIL 


Modifications of Tuberculous Lesions.—The advent of chemo- 
therapeutic agents for the treatment of tuberculosis has caused 
the pulmonary lesions to become more markedly proliferative 
and to show even clearer and more significant interstitial fibrosis 
than formerly. Dr. D. Fleury da Silveira reports a series of 250 
surgically resected pulmonary specimens from tuberculous pa- 
tients in O Hospital (49:15, 1956). He states that the healing of 
pulmonary lesions of tuberculous patients treated by chemo- 
therapeutic agents causes tissue changes that may be observed 
mainly in the walls of cavities, in interstitial connective tissue 
proliferation, in the involvement of small bronchi, in nodular 
dissemination, and in thickening of the pleura. Of the 250 
specimens, 211, or 84.4%, presented chronic tuberculous ¢avi' ies. 
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mong these, 18 showed signs of healing by epithelization or 
adotheliz ‘ion of the wall. Cavities with the walls lined by 
sranulation tissue with or without specific characteristics of tuber- 
ylosis or with the lumen filled by caseous masses were less 
requently seen. Interstitial connective tissue proliferation, in 
reater or lesser intensity up to cicatricial hyalinization, was a 
more significant finding and was observed in 94%. Involvement 
of the walls of small bronchi was found in 72% of the specimens, 
in 52% being in the form of a productive tuberculous bron- 
chiectasis. Caseous tuberculous nodules, encapsulated or even 
calcified, were observed in 97% of the specimens. Other changes 
such as mere diffuse infiltration of the cavitary walls or of the 
fibrous interstices by eosinophils, squamous metaplasia of the 
bronchial epithelium, obliterative endangiitis, areas of ossifica- 
tion and encapsulation of cartilaginous pieces, modifications in 
the alveolar regenerative cubical epithelium, cystic dilatation 
and abundant mucus production in the mixed glands, the ap- 
pearance of large round histiocytes of the foreign body type 
within the nodular structure or free in the anterior of the alveoli 
or in the interstices, and hyperemia of the blood vessels of the 
septums or of the pericavitary granulation tissue were observed. 

The author emphasized that there is no structural change that 
is pathognomonic of pulmonary tuberculosis treated by chemo- 
therapeutic agents, nor does the healing show specific character- 
istics When streptomycin is used alone or in combination with 
aminosalicylic acid. The pulmonary changes in the treated pa- 
tients are predominantly quantitative in comparison to those 
observed in untreated patients. The use of chemotherapeutic 
agents accelerates the natural processes of healing. The ideal in 
the treatment of tuberculosis would be reached if it were pos- 
sible to prevent with drugs the formation of the inflammatory 
exudate before the beginning of the caseous necrosis. 


















Schistosomiasis.—Tissues of various organs of 21 rats naturally 
infected with Schistosoma mansoni were examined microscop- 
ically in the Instituto Aggeu Magalhaes in Recife by Dr. Barros 
Coelho. The pseudotubercles seen in various tissues showed a 
structure similar to that described in man and other animals. 
They were found principally in the liver, pancreas, and mesen- 
teries and more rarely in the intestine and lungs. They were 
absent in the other tissues. Lesions caused by dead schistosomes 
caught in the vascular system were found frequently in all the 
animals examined, especially in the lungs. The inflammatory re- 
actions around these pulmonary lesions were sometimes severe 
enough to interfere with the circulation, but as the lesions be- 
came chronic the circulation was restored. Many vascular lesions 
resembled those described in human lungs. In the liver the 
necrotic lesions were always directly or indirectly associated 
with dead schistosomes in intrahepatic portions of the portal 
vein. No lesions that could be interpreted simply as allergic 
reactions to toxins liberated by living schistosomes, as described 
by other observers, including Meleney, were seen. The presence 
of rats in which chronic lesions predominated over recent lesions 
Suggests the possibility of spontaneous cure. In these rats there 
were extensive, unorganized fibrous lesions similar to those 
described in man as “cirrhosis of Symmers” or “fibrous cir- 
thosis.” The elimination of ova through the intestinal mucosa 
occurs principally in the small intestine. The mechanism of 
eliminating ova is different from that observed in man and 
monkey in that the ova do not reach the capillaries of the mucosa 
but remain temporarily deep in the mucosa, from which, by 
histolysis, they reach the glands and finally the intestinal lumen. 
The pancreas showed many periovular granulomas in the inter- 
lobar as well as in the acinous tissue proper. Renal lesions 
caused by the presence of dead schistosomes were found in only 
tWo animals, 


Neurological Aspects of Polycythemia Vera.—Drs. R. Maralagno 
Jr. and José A. Levy presented at a recent meeting of the Asso- 
clagao Paulista de Medicina a report on eight patients with poly- 
cythemia vera seen at the Sao Paulo Hospital das Clinicas in a 
total of 139,448 patients admitted. All these patients had symp- 
‘oms and/or signs of nervous system involvement. In five the 
‘yMptoins were Only subjective, consisting of headache, dizziness, 
and asthenia, One of these five patients had a transitory hemi- 
Paresis of the left side. In the other three patients, besides 
identic..| subjective symptoms, there were also neurological focal 
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signs indicating occlusion of the middle cerebral artery of the 
left side in one, motor and sensitive paraplegia in one, and a 
Babinski-Nageotte syndrome denoting occlusion of the postero 
inferior cerebellar artery of the left side in one. Neurological 
phenomena in the course of polycythemia vera may be attributed 
to an increased viscosity of the blood, with increased cerebro 
vascular resistance and a decrease in the amount and velocity 
of the blood in the brain, and arteriosclerosis, the development 
of which seems to favor the polycythemic condition. The authors 
believe that the paraplegia presented by one of their patients 
could be due to an intraspinal angioma analogous to the vascular 
tumors that may be associated with polycythemia 


Osteosynthesis.— At a meeting of the Associagéo Paulista de 
Medicina, Dr. Flavio P. Camargo, of the department of trauma- 
tology of the Sao Paulo Hospital das Clinicas, reviewed the 
history of osteosynthesis, pointing out some of its failures. He 
favors conservative procedures as a general rule but considers 
intervention indicated in the presence of separation of fragments, 
interposition of muscles, and certain types of articular fractures. 
Good results with osteosynthesis depend on the time of opera- 
tion, good technique, good reduction, and good fixation. The 
speaker stressed the value of bone grafts and the fact that func- 
tion is much more important than anatomy. He is in general 
against the use of plates. 


International College of Surgeons.—The regional branch of 
Pocgos de Caldas of the International College of Surgeons was 
established in January with an enrollment of 21 members. 


FRANCE 


Cirrhosis Treated with Prednisone.——Cattan and Vesin (Bull. et 
mém, Soc. méd. hop. Paris 71:1146, 1956) used prednisone in 
the treatment of nine patients with progressive ascitic cirrhosis. 
They obtained an excellent result in three, and in two others the 
ascites did not progress during the treatment period. Water and 
sodium metabolism were studied by means of the prednisone 
test, which was derived from the cortisone test. The hormone 
has the same properties as cortisone, only to a greater degree, 
with regard to water metabolism: antiopsiuric effect, diuretic 
effect, and equalization of the nyctohemeral rhythm of diuresis. 
Use of prednisone may increase excretion of sodium in the urine. 
The effects of prednisone on the elimination of water and of 
sodium are dissociated. In analyzing their cases in which treat- 
ment with prednisone and cortisone failed, the authors pointed 
out that the diuresis may remain little modified and reaccumula- 
tion continue or diuresis may return to normal or exceed the 
normal but the reaccumulation continue in spite of this. Failures 
may occur because (1) the steroid fails to act on the renal tubules 
and tubular resorption of water is not decreased; this can be 
ascertained by a negative reaction to the cortisone or prednisone 
test; (2) the drug is directly or indirectly incapable of preventing 
tubular resorption of sodium; or (3) the amount of water is in- 
creased due to the thirst created by the steroids. Excessive thirst 
was present in three patients in this series. 


Juvenile Myocardial Infarction.—Coronary artery disease was 
formerly thought to be exceptional in young persons, but it now 
appears that the incidence of such disorders in young persons 
is rising along with their incidence in the population as a whole. 
Such was the opinion of J. Blum and his co-workers (Lyon 
médicale, Nov. 13, 1955), who published a report of five cases 
in men aged 25, 26, 28, 30, and 32 years. No unusual symptoms 
were peculiar to this age group. The commonest form of clinical 
onset is pain in the mediosternal region, sometimes preceded by 
a recent anginal syndrome of effort. The onset may be extremely 
sudden and may be accompanied by digestive disorders or a state 
of shock. A fall in blood pressure is not always noted. Fever was 
present in all patients in whom it was looked for and was usually 
of short duration. Electrocardiographic changes are character- 
istic. The prognosis is good; in all five of these patients the 
disease regressed, and in two the electrocardiographic findings 
became normal. This was not the conclusion of Yater, however, 
from his study of American soldiers in World War Il. Among 
the factors favoring the early appearance of coronary accidents 
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in the authors’ patients, sex (male) and an athletic masculine 
body habitus seemed to play an important part. All the patients 
were short and stocky. 





Relapses in Pulmonary Tuberculosis.—Nee! and Jurelot reported 
to the French Tuberculosis Society last November on 185 re- 
lapses of pulmonary tuberculosis treated at the sanatorium in 
Grenoble. The patients with relapses represented 9% of the total 
number of patients. One-fifth of the relapses occurred without 
symptoms, and 50% were monosymptomatic. The sedimentation 
rate was abnormal in only one-third of the cases, and the 
sputum was positive in one-half. The second attack tended to 
be less extensive than the first but was more often associated 
with cavitation. The lesions were usually located in the same 
region as the initial lesions, which were incompletely healed in 
nine-tenths of the cases. Relapses were less likely to occur in 
resected lungs and when medical treatment with antibiotics had 
been of long duration. This is one more argument against pneu- 
mothorax and for chemotherapy and exeresis. In general, the 
prognosis for patients with relapses is good, though some have 
an irremediable tendency to repeated recurrences. 


Sleep Therapy in Ophthalmology.—Viallefont and Boudet (An- 
nales d’oculistique, November, 1955) used sleep therapy with 
good results in seven patients with ocular hypertonia, one due 
to traumatic cataract treated surgically and another to atypical 
papillitis. A permanent decrease in tension was observed in five 
patients. There are only a few contraindications to this type of 
therapy: cardiopathies of uncertain cause, hepatic or renal in- 
sufficiency, poor general condition, severe diabetes, advanced 
age, and infancy. Treatment was usually continued for two 
weeks, during which time 250 mg. of chlorpromazine and a 
200-mg. suppository of amobarbital (Eunoctal) were given in 
the morning and at 7 p. m. and 250 mg. of chlorpromazine and 
100 mg. of phenobarbital were given at noon and at 10 p. m. 


Renal Circulation in Patients with Heart Disease.—J. Himbert 
and J. Lenégre (Semaine hdp. Paris 32:431, 1956) have seen two 
cardiac patients in whom, during peripheral circulatory collapse, 
the intrarenal circulation was also markedly reduced and the 
renal clearances of water, chlorine, and sodium were likewise 
decreased. During spontaneous and therapeutic recovery from 
the collapse, the general hemodynamics rapidly returned to nor- 
mal. Renal hemodynamics on the other hand improved slowly 
and the urinary water and sodium clearances remained markedly 
decreased for a long time. 


SWITZERLAND 





Glomerulonephritis.—No classification of the different types of 
nephritis is universally accepted. Some authors think that 
chronic nephritis always ends fatally in renal insufficiency. 
Professor Reubi (Méd. et hyg. 14:1, 1956) states that he has seen 
nephritis progress over a period of years and heal with scarring 
(demonstrated histologically). All the progressive forms are of 
the proliferating type. If acute postinfectious nephritis does not 
subside within a relatively short time, it may become subacute 
or chronic. There are two types with a tendency to cellular 
proliferation and poor prognosis: extracapillary and intracapil- 
lary subacute proliferative nephritis. They usually lead to death 
within a year. Histologically they are characterized by formation 
of epithelial growths and progressive obliteration of the capillary 
loops. A similar process is involved in chronic nephritis. When 
an acute nephritis passes to the chronic stage, the symptoms 
become attenuated: edema and hypertension disappear, and only 
the urinary symptoms remain. Hypertension may reappear years 
later, at which time it will be associated with hyposthenuria and 
azotemia. There are also stationary or latent forms, in which 
repeated clearance tests show functional deterioration and a 
descending curve for glomerular activity. The sequelae of cured 
nephritis consist of discrete urinary symptoms persisting years 
after the onset of the disease, without functional impairment. 
The results of clearance tests are normal. Cure of these acute 
nephropathies has occurred in 3 to 16 years. Though some 
authors doubt the existence of benign residual albuminuria, it 
seems certain that the patient who, 16 years after the onset of 
a nephritis, has a filtration rate of 147 cc. per minute and a 


- into account before a nephritis can be declared cured, p, 
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p-aminohippurate clearance of 652 cc. per minute should 
considered cured of his disease. Since albuminuria may ape 
in the absence of demonstrable histological lesions, it fojjg, 
that this symptom could exist in the presence of a cicatriy fy 
example, a few hyalinized loops. Several factors must be take 


urinary symptoms must be discrete. There must be no eden, 
Arterial hypertension does not necessarily indicate the Preseng 
of progressive nephritis, as there is always the Possibility thy 
it is an essential one. The manner of progression of the disey 
also is informative. The results of clearance tests are & 
terminative. 


Side-Effects of Aminosaticylic Acid.—Since the incidence y 
allergic reactions to aminosalicylic acid (PAS) varies betweep 
and 6%, it does not exceed that to antibiotics of fungous origh 
About 3% of those patients showing intolerance to the dry 
die of an acute reaction to it. P. Zumstein (Praxis 45:48, 195% 
reviewed the febrile and cutaneomucus manifestations of j, 
tolerance and hypersensitivity and pointed out that there my 
be repercussions of aminosalicylic acid therapy on the liver.» 
the form of hepatitis with jaundice or blood dyscrasias. Salicyj 
acid has been shown to have an antiprothrombic effect, and th 
presence of free phenol acts as a cytotoxic poison. Polyneurity 
of sensory and motor nerves can be caused by the drug, aj 
sO can various psychoses; namely, paranoid reactions, ment 
confusion, irritability, depression, and hebetude. These disorder 
may be classed as toxic psychoses in the genesis of which tuber. 
culosis acts as a general stress factor and aminosalicylic acid 
as an additional stress. Agranulocytosis, lymphocytosis, mon 
cytosis, purpura, and anemia are other side-effects that my 
occur with the use of aminosalicylic acid. More rarely, hypo 


kalemia and hypocalcemia appear, causing cardiac and neuro sion 
muscular disturbances. Hypothyroidism may also be a compi- late 
cation. Some authors claim that aminosalicylic acid can absom dur 
a large amount of iodine from a solution and thus inhibit the mer 
fixation of radioactive iodine in patients treated with it, whik int 
others say that it interferes with the transformation of organi pati 
iodine, thus causing a decrease in the formation of thyroxin. - 

wh 
Cicatricial Cavities After Treatment of Caseous Pneumonia— cou 
Though modern therapy of tuberculosis makes possible a greater rep 
percentage of closure of cavities without collapse therapy tha yea 
existed in the past, another type of development has becom che 
more frequent with this therapy. This is the so-called open cur wo 
of cavities, a total elimination of the caseous contents with dis init 
appearance of the specific granulation tissue but without com- not 
pletion of loss of substance and transformation into a compat is t 
fibrous or fibrocaseous scar. The essential characteristic of thes qui 
cavities is the disappearance of caseous material. M. Chauvel pat 
(Helvet. med. acta 22:470, 1955) is positive that they are no col 
insufflated cavities, because these always keep the histological ati 
characteristics of active tuberculosis. The walls of the cavities 0 dis 
question are too thick to allow bullae of scleroatrophic emph)- (2- 
sema to enter. Their development seen radiographically excludes act 
the hypothesis of preexisting aerial cysts that become tuberculous ga 
secondarily. The initial homogeneous opacity can be explained me 
only by the presence within the cavities of a more or less fluid we 
exudate, the progressive evacuation of which gives rise to the as 
hydroaerial images seen radiologically. U 
Indications for Operation in Discopathy.—A. Werner (Méd. ¢ Pr 
hyg. 14:13, 1956) states that, in patients with lesions of the inter- Ci 
vertebral disks of the cervical region, operation should be per ur 
formed if a syndrome of medullar compression with the typicé! ch 
myelographic findings of blocking appears rapidly. Conservative in 
treatment has consistently failed in radicular syndromes. In the be 
lumbar region, the lesion is a nuclear hernia, in contrast to the th 
cervical lesion, which is most often an annular protrusion. TW C 
surgical treatments are possible: operation on the disk prope! ti 
by the posterior route and immobilization of the lower one 0 th 
two lumbar disks with a bone graft uniting them to the sacrum. c} 
The operative mortality rate from these procedures is !ess thal @ 
1%. The greatest risk run by the patient is that of an operative . 
lesion of the roots of the cauda equina. In skillful hands this d 
occurs in less than 1% of cases. The indication for operation * a 
pronounced lumbosciatic syndrome with both discoverte! al pa!” e 


and root compression. 
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arboanhy drase Inhibitor and Potassium Surcharge.— Acetazol- 

ide is carboanhydrase-inhibiting sulfonamide that also 
shibits potassium and the bicarbonates, decreases the activity 
ammonia and titratable acid, and renders the urine alkaline. 
is drug also has a diuretic effect in various forms of water 
etention. A. Falbriard and co-workers (Rev. frang. étud. clin. 
1 biol. 1:29, 1956) associated acetazolamide with a surcharge 
pf potassium in order to investigate their possible synergistic 
flect on tubular ion exchange. The combination strengthened 
he renal effect of acetazolamide. In normal subjects the sodium 
loss was twice aS great as that caused by the new drug alone. 
he amount of chlorine in the urine also increased. These find- 
nes are of practical importance in the treatment of cardiac in- 
sufficiency and other forms of hydrosaline retention. 







UNITED KINGDOM 


Hodgkin’s Disease—In the British Medical Journal of Feb. 4 
(1:252, 1956), Dr. L. F. Larionov of the Institute of Experimen- 
tal Pathology and Therapeutics of Cancer, Moscow, Russia, de- 
scribes the use of new antimitotic compounds in the treatment 
of Hodgkin's disease. Of several derivatives of chloroethylamine, 
one was found to diminish lymphopoiesis while having milder 
effects on the bone marrow than other of the compounds. This 
was 2-chloropropyl-di-(2-chloroethyl) amine hydrochloride, or 
Novoembichin, which has been widely used in Russia for the 
treatment of Hodgkin’s disease, lymphocytic leukemia, and 
granulocytic leukemia. A course consists of 8 to 16 injections 
of 9 mg. of the compound given three times a week. Treatment 
is continued until the leukocyte count is between 2,500 and 3,000 
per cubic millimeter. If this fails to produce complete regres- 
sion of lymph nodes, an additional course is given six weeks 
later. To prevent relapses a supplementary course of shorter 
duration is given after an interval of two or three months. Treat- 
ment is given in all stages of the disease. Improvement is seen 
in nearly all patients, although the best results are obtained in 
patients in the second or beginning of the third stage, in which 
the cervical, mediastinal, and axillary nodes are affected, and 
who have received no previous treatment or only one or two 
courses of radiotherapy. Relapse frequently occurs, but with 
repeated courses preservation of life and working capacity for five 
years is obtained in half of the patients treated. A combination of 
chemotherapy and radiotherapy is considered by the Russian 
workers to be the best method of treating Hodgkin’s disease. An 
initial course of the drug is given, and, if the lymph nodes have 
not completely regressed, they are irradiated. Another method 
is to use both chemotherapy and irradiation alternately in subse- 
quent relapses. The immediate and late results of treatment of 
patients with early Hodgkin’s disease with Novoembichin are 
considered to be at least as good as those obtained by irradi- 
ation. Recently another new drug for the treatment of Hodgkin's 
disease has been developed in Russia, 2:6-dioxy-4-methyl-5- 
(2-chloroethyl), aminopyrimidine, known as Dopan. This is 
active when given orally, and it is claimed that it has fewer 
gastrointestinal side-effects than other drugs used for the treat- 
ment of this disease. One tablet, 8 to 10 mg., is given twice a 
week for three to five weeks. Preliminary tests suggest that it is 
as effective as Novoembichin. 





University Teachers’ Salaries—A year ago the Full-Time Non- 
Professorial Medical Teachers and Research Workers Group 
Committee expressed dissatisfaction with the salary scales for 
university teachers announced by the Chancellor of the Ex- 
chequer in 1954. The previous revision of salaries had been 
in 1949, and even then the new scales did little to close the gap 
between salaries paid by the hospital service and those paid by 
the universities. Last March the group committee sent to the 
Central Consultants and Specialists Committee a recommenda- 
tion that something be done to remedy the anomalies between 
the Salary of the medically qualified university worker and his 
clinical colleague of equal status. The position of the teacher 
of anatomy, physiology, or biochemistry is particularly unfavor- 
able because he cannot get back into clinical work, unlike the 
clinician, who can serve in a hospital, in the university, or act 
4S @ private consultant. The group committee has examined the 
effect of iow salaries paid by the universities on the recruitment 
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of medically qualified teachers to preclinical (basic science) de- 
partments and has found a growing tendency to appoint to these 
departments teachers with no medical qualifications. Similarly 
departments of medical research are having increasing difficulty 
in finding suitable qualified medical research workers. The com- 
mittee states that the number of medically qualified applicants 
for teaching posts in preclinical departments is becoming very 
low and that there is a definite decline in the standard of quali- 
fications and experience. There are two dangers. One is that the 
medical student, if taught in his preclinical years by teachers 
not medically qualified, will not appreciate the clinical sig- 
nificance of the basic sciences. The other is that, in research in 
the basic sciences, practical medical problems will be neglected. 


Mass Radiography.—Prof. A. P. Thomson, addressing the 
Birmingham Regional Hospital Board, disposed of the criticisms 
sometimes leveled at mass radiography, namely, that it is ex- 
pensive, leads to errors in diagnosis, and tends to make physi- 
cians neglect the clinical examination of the patient. He said 
that mass radiography has been of inestimable value in the field 
of preventive medicine. In the Birmingham region during 1954, 
mass radiography revealed the presence of tuberculosis in 1,357 
patients, 556 of them with a positive sputum. Of all the reports 
of tuberculosis in Birmingham in 1954, mass radiography was 
contributory in the diagnosis of more than one-third. The aim 
of mass radiography is not to make a final diagnosis but to 
discover possible abnormalities that would be diagnosed by 
further investigation. Sometimes a patient was told about a 
shadow on the lung that turned out to be of no significance when 
a full film was taken, but this occasional inconvenience was 
more than offset by the value the service gave to the public 
and the reassurance it gave to those who feared that they had 
tuberculosis or cancer of the lung but in fact had not. With the 
help of mass radiography, in Birmingham in 1954 tuberculosis 
was detected nearly seven times more frequently in those patients 
referred by general practitioners than in those in all other groups. 
This showed that physicians did not fail to examine their patients 
before sending them for mass radiography. The average cost 
of the mass radiography service for each person in the Birming- 
ham area was 3.5 cents, which is cheap for the benefits obtained 
from it. At present the service is one of the best means of re- 
ducing the incidence of tuberculosis because it detects it early 
and permits isolation and prompt treatment of patients suffering 
from the disease. 


Tests for Antitussive Drugs——Green and Ward (Brit. J. Phar- 
macol. 10:418, 1955) have carried out comparative tests on 
many of the drugs used as antitussives. As a pure clinical com- 
parison is extremely difficult, tests were made on cats, dogs, and 
guinea pigs, in which coughs were elicited by three different 
methods after light anesthesia with thiopental. These were elec- 
trical stimulation of the central end of the superior laryngeal 
nerve, passage of a thin polythene tube in and out of the trachea, 
and irritation of the trachea and bronchi with a known amount 
of sulfur dioxide. The amount of drug under test needed to 
suppress the cough reflex in 50% of the animals was found. 
There was much variation among the species, and a different 
response occurred in animals of the same species receiving the 
same dose of the drug. A similar variation in man probably 
occurs. It was found that methadone was eight times as effective 
as morphine for suppressing induced coughing; codeine was one- 
tenth as effective as methadone and meperidine was four times 
as effective as codeine. This is surprising because clinically 
meperidine has not been used as a cough suppressant. Piperidyl- 
amidone was found to be four times as effective as morphine. 
Pholcodine, which is used clinically, was only one-fifth as effec- 
tive as morphine. The methods used were in close agreement. 
Similar results were obtained in any one species for the same 
drug tested by three different methods. Codeine produced 
similar results in all three species of animals. 


Problems of the Ambulance Service.— Ambulances are provided 
free under the National Health Service for emergencies and for 
patients unfit to travel by public transport. The cost of the 
ambulance service is increasing. The local health authorities pay 
for it initially and are reimbursed by the Exchequer. In 1951- 
1952 the latter made a grant of $11,200,655 for the purpose; 
in 1954-1955 it was $14,825,479. The Ministry of Health has 
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undertaken advisory surveys of the ambulance services in about 
40 counties. It is concluded that most local authorities have 
organized their ambulance services economically. Increased 
wages and materials have contributed to the rising cost, but the 
main factor is attributed to the increased demand made on the 
service, particularly by the hospitals. There has been an in- 
creasing use of ambulances to take outpatients to the hospital. 
This is wasteful, as other forms of transport are cheaper. Laxity 
in ordering ambulances in such cases has caused uneconomical 
use of the service. In Liverpool an ambulance service refused 
to carry a physician, a nurse, and drugs to give assistance to a 
patient who had collapsed in his home. The reason given was 
that, according to regulations, ambulances were provided to 
convey patients where necessary and it was not the duty of the 
ambulance service to convey anything or anybody else. A neigh- 
boring ambulance service performed the task in this case on 
the principle that it is better to do what is necessary at once 
and consult regulations later. 


Workshop in Mental Hospital—Dr. A. Baker describes in 
Lancet (1:278, 1956) how some of the patients in his hospital 
work in an experimental workshop established by a Medical 
Research Council unit. A large ward was converted into a mini- 
ature factory, where the men do piecework and the women 
assemble cardboard boxes. The average working week is about 
25 hours, and the patients earn from $1.50 to $6 a week. This 
may seem poor remuneration, but the patients are treated free 
and this provides the patients with spending money that is more 
than they can earn scrubbing floors or doing hospital chores. 
Those patients earning money doing the latter have become dis- 
contented and wish to be transferred to the “box factory.” 
Deteriorated psychotic patients who have been in the hospital 
several years now graduate from doing simple hospital chores to 
work in the laundry and finally to the box factory, from which 
the next step is to leave the hospital for ordinary employment. 
Only long-term patients with a reasonable possibility of discharge 
are considered for work in the factory. Almost all patients al- 
lowed to work in the factory have improved more than was 
anticipated. Of the first 20 patients who went to the factory, 
3 have been discharged and are at work outside. With full 
employment and with manufacturers offering piecework, this 
type of occupational therapy should be encouraged. 





Food Poisoning from Milk Powder.—Eight large outbreaks of 
food poisoning within a month were reported by Anderson and 
Stone (J. Hyg. 53:387, 1955), and all were attributed to the use 
of reconstituted spray-dried milk, which in some cases had been 
issued to schools by local authorities. Micrococcus pyogenes var. 
aureus (phage type 42E/53W) was detected in all the suspected 
batches of milk powder that were from the same manufacturer. 
Serial examination of the daily batches of dried milk from the 
factory showed the presence of micrococci in nearly every 
sample, the number reaching a maximum in warmer weather. 
Roller-dried milk powder from other manufacturers showed no 
micrococci. As use of the milk caused gastroenteritis within 
four hours after it was reconstituted, a period too short for 
bacterial infection and multiplication, it was concluded that the 
micrococcic enterotoxins in the milk powder were the cause of 
the outbreaks. Tests on the spray drying of infected milk showed 
that normally the organisms were killed in the process of 
pasteurization and evaporation. Infection and bacterial multi- 
plication probably occurred in the milk storage tank, and, 
although the bacteria were largely destroyed in the drying proc- 
ess, the enterotoxin was not. This will withstand boiling for 
several minutes. 


Alcoholic Gastritis—The term “alcoholic gastritis” is often 
loosely applied to the morning hangover. Continued over- 
indulgence in alcohol is believed by many to induce chronic or 
atrophic gastritis. If this were true, it should be a very common 
disease, since in the United Kingdom the annual expenditure on 
alcohoiic drinks is more than 2.24 billion dollars. Dr. A. W. 
Williams (British Medical Journal, Feb. 4, 1956) performed 
gastric mucosal biopsies on a series of these patients and found 
that the mucosa of many was quite normal. Partial gastrectomy 
and autopsy specimens provided other data. Animal experiments 
were performed to test the effect of the concentration and 
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volume of alcohol taken and its relationship to fasting. [t y, 
concluded that the relationship between chronic gastritis and 
alcohol is uncertain. Animal experiments revealed that alcoho) 
could produce severe gastric ulceration, but there was no proof 
that it impeded the healing of peptic ulcers, although it js be. 
lieved to stimulate gastric secretion. These results may comfor, 
the alcoholic, but, in view of the damage to the gastric mucos 
that occurs in some patients, it would seem advisable to cop. 
tinue the well-established practice of denying alcohol to the 
patient with a peptic ulcer. 


Family Planning.——The Family Planning Association wa: 
founded 25 years ago as a voluntary organization in respons 
to a public need. As reported in the British Medical Journgi 
of Dec. 10, its original function was to coordinate the work of 
five existing organizations, each providing birth control clinics. 
and its first president was the late Lord Horder. The association 
is now responsible for over 200 clinics caring for 200.000 
patients a year. The association provides not only advice op 
birth control but also help in solving marital problems and ip. 
vestigates the causes of subfertility. About 20,000 such cases 
have been treated in the London center that has been set up 
to deal with male infertility. The problem of contraception js 
complicated by religious ideology. It sometimes induces anxiety, 
and success can never be completely guaranteed. Fears of the 
inadequacy of world food supplies have given impetus to the 
research into easier contraceptive measures. In the Lancet of 
Jan. 21 there is a discussion on two groups of substances now 
being investigated—the antihyaluronidase group, which inter- 
feres with fertilization of the ovum, and the group of hormone 
antagonists inhibiting pituitary gonadotropism. 


Increase in Cancer of the Lung.—Sir Clement Price-Thomas, 
surgeon to the late King George VI and consultant adviser in 
thoracic surgery to the Ministry of Health, in a lecture on cancer 
of the lung, said that the incidence of the disease was frighten- 
ing. The increase in the incidence is about 8% a year. Although 
the cause is imperfectly understood, certain facts cannot be 
ignored. It is known to affect mainly town dwellers; it is more 
prevalent among men than women; and heavy smokers constitute 
87% of the victims. The disease also increases in direct propor- 
tion to the density of the population and to the degree of atmos- 
phere pollution. Those who smoke more than 20 cigarettes a 
day for more than 20 years are potential candidates for cancer 
of the lung, and the chances of those living in a densely popu- 
lated area contracting the disease are three times those of the 
country dweller. There must, however, be other factors because 
only about 10% of all heavy smokers get cancer of the lung. 
People who are not addicted to tobacco are wise not to start 
smoking, and those who are heavy smokers continue the habit 
at their own risk. 


Nephroblastoma.—The commonest tumor of the renal tract in 
young children is the nephroblastoma, accounting for 17% of 
the deaths due to tumors in children under 12 years of age in 
Scotland. L. S. Scott, in the British Medical Journal of Jan. 28, 
has reviewed a series of 1,204 cases. Most of the tumors appear 
in the first four years of life, and the prognosis is best if the 
lesion is treated in the first year of life. Nevertheless the case 
fatality rate is about 80%; if hematuria has occurred death 
usually follows within a year, since it implies that ulceration 
of the renal pelvis has taken place. The treatment consists of 
nephrectomy and radiotherapy. Nephrectomy should be pet- 
formed immediately by a wide transperitoneal or transthoracic 
approach to permit ligation of the renal pedicle before mobiliz- 
ing the kidney. Radiotherapy is best used in the immediate 
postoperative period but may be used initially to reduce the siz 
of a very large tumor. It should not be the sole means ot 
treatment because viable cancer cells have always been found in 
specimens that have been irradiated prior to removal. 


Amphetamine Poisoning.— Amphetamine inhalers are easily ob- 
tained by the general public at any drug store, and some people 
ingest the contents of these inhalers for their stimulant action. 
Amphetamine is, however, a dangerously hypertensive dru. and 
precipitation of hemiplegia through this practice was reporied 
by Poteliakhoff and Roughton in the British Medical Journal 
of Jan. 7. 
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STILBAMIDINE AND TIC DOULOUREUX 


To the Editor:—Some statements about the use of stilbamidine 
in the treatment of tic douloureux made by Dr. Robert Dean 
Woolsey in the Dec. 31, 1955, issue of THE JOURNAL, page 1713, 
deserve comment. Since these statements are incongruous with 
ablished experience, that particular portion of the report is 
quoted: “Stilbamidine has recently been reported by Smith and 
Miller as having a beneficial effect upon the course of trigeminal 
neuralgia. Nearly every patient with trigeminal neuralgia who 
has entered my Office recently has carried a clipping from the 
iocal newspaper or a recent copy of Time describing the wonders 
of this form of therapy. On reading the article, one finds that 
the drug was given over a period of one week and then discon- 
tinued. The pain usually subsided about a month later. Had 
sterile water been used, one could predict approximately the 
same results, Trigeminal neuralgia commonly comes and goes, 
and post hoc, ergo propter hoc reasoning has led to marvelous 
cures being ascribed to a great many drugs.” The late chronic 
toxic effect of stilbamidine is confined to an unusual delayed 
neuropathy. The progressive sensory changes of paresthesia, 
hypalgesia, and anesthesia, usually confined to the face, are 
noted about two to five months after the administration of a 
course of stilbamidine. Napier and Sen Gupta (A Peculiar 
Neurological Sequel to Administration of 4:4’ Diamidino- 
Diphenyl-Ethylene (M. & B. 744), Indian M. Gaz. 77:71-74 
\Feb.| 1942) found a subjective disturbance of sensation over 
various distributions of the fifth cranial nerves. They suggested 
that the lesion was in the sensory nucleus of the fifth cranial 
nerve in the pons. Collard and Nevin (Affection of the Trigem- 
inal Nerve Nucleus and Central Gray Matter of the Spinal 
Cord Following the Administration of Stilbamidine, Proc. Roy. 
Soc. Med. 40:87-88 [Nov. 7] 1946) also considered the lesion to 
be in the nucleus of the fifth nerve and, in addition, in the 
descending nucleus. The mechanism of the neuropathy is not 
understood. Oastler and Fidler (Cerebral Lesions Produced in 
Healthy Dogs by the Intravenous Injection of 4:4’ Diamidino 
Stilbene, Tr. Roy. Soc. Trop. Med. & Hyg. 39:533-538 [June] 
1946) administered fresh solutions of stilbamidine to 10 dogs 
and concluded that the neuropathic action of stilbamidine was 
within the central nervous system. 

In our initial report, which Dr. Woolsey quotes incorrectly, 
it was suggested that the substitution of a hypesthesia for the 
sharp pain of tic douloureux by the use of stilbamidine might 
be a significant advance in the treatment of this painful disease 
and that stilbamidine might offer palliation in elderly patients 
in whom operation was contraindicated. The result obtained in 
this first patient, an 82-year-old woman, was encouraging. A 
total of 16 patients, so treated by us, was reported later, and 
excellent results were obtained in 15 patients and good results 
in one (The Treatment of Tic Douloureux with Stilbamidine, 
Bull. Johns Hopkins Hosp. 96:146-149 [April] 1955).’ Woodhall 
and Odom (Stilbamidine Isethionate Therapy of Tic Douloureux, 
J. Neurosurg. 12:495-500 [Sept.] 1955) have also reported good 
results following such treatment. A recent review of an increased 
number of our own patients with tic douloureux indicates the 
continued usefulness of stilbamidine. The plan of treatment has 
not been changed materially. The course of treatment consists 
of the injection of 0.15 gm. of stilbamidine once daily for 14 
days. The therapeutic pattern of stilbamidine in tic douloureux 
appears to be consistent in a significant number of patients. The 
complete relief of pain for periods longer than the usual remis- 
sion in the cycle of tic douloureux has been seen repeatedly. 
The late effect or delayed neuropathy, appearing long after the 
administration of stilbamidine, makes a possible psychogenic 
therapeutic effect less likely. In contradistinction, patients with 
lic dou! ureux usually experience a severe exacerbation of their 
Pains during the first weeks of waiting for the delayed neu- 
ropathy Unquestionably, in a disease such as tic douloureux 
wide lotitude-in choice of treatment will exist until the cause 
of the lisease is determined. More specific therapy may then be 
used. A statistical analysis of the results obtained in the treat- 


est 
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ment of tic douloureux with stilbamidine compares favorably 
with other methods. Stilbamidine, unlike sterile water, is neuro 
toxic, and relief can be obtained in the treatment of tic doulou- 
reux with stilbamidine. 


GeorGeE W. SmitH, M.D. 

The Johns Hopkins Hospital 
Baltimore. 

JosepH M. MiLter, M.D 
Veterans Administration Hospital 
Fort Howard, Md. 


DRUG HABITUATION 


To the Editor:—Although I have stated previously that the new 
tranquilizing drug meprobamate is not habit forming (New 
Tranquilizing Drugs, Northwest Med. 54:1098, 1955), further 
clinical experience has led me to believe that this is not always 
the case. Many patients become quite dependent on meprobamate 
and find it difficult to get along without it. In this sense, it is 
evident that this drug is sometimes habit forming. There is reason 
to believe that meprobamate may even have at least mild habitu 
ation properties in a few patients. Addiction to a drug is charac- 
terized by (1) psychic craving based on euphoric effects, (2) 
building up of tolerance requiring increasingly large doses to 
produce the same reaction, and (3) withdrawal symptoms when 
medication is suddenly stopped. Meprobamate is not habit form- 
ing in respect to any increase in tolerance. On the contrary, 
one of the major advantages of this drug has been that with 
continued medication decreasing amounts are needed to produce 
the same reaction. Withdrawal symptoms are, however, some- 
times experienced. Patients occasionally describe a feeling of 
nervousness and “the jitters” above their premedication level of 
tension when they have been unable to get their usual dose of 
meprobamate. They often remark, “I guess the medicine must 
have been doing some good after all because when I stopped 
it I sure was nervous.” Six patients who had formerly been 
addicted to alcohol and barbiturates refused to continue with 
meprobamate because they felt they were becoming “addicted” 
to it and wanted no part of it. One patient who had been taking 
large doses of the drug (6.4 gm. daily) for one month and no 
other medication or alcohol had a convulsion (the only one he 
had ever had) 10 hours after discontinuing its use. While this 
may have been a coincidence, the pattern was similar to the 
convulsions seen after sudden withdrawal of alcohol or barbitu- 
rates. All this suggests that a physiological dependence on 
meprobamate may occur in some people. A psychological craving 
for the drug is undoubtedly created in certain patients. They say 
that the drug makes them feel better than they have ever felt 
before. In most cases, this does not appear to be harmful. In six 
of more than 600 patients for whom I have prescribed mepro- 
bamate, however, the treatment had to be discontinued because 
of excessive self-medication. Five of these six patients were alco- 
holics who were abstemious at the time. Two of the six would 
take more than the prescribed dose and showed euphoria, dys- 
arthric speech, and generalized incoordination. The other four 
simply took so much of the drug that their relatives said they 
slept all day. They were either unable or unwilling to keep the 
dosage within. reasonable limits. One cannot but view with some 
disquietude the unparalleled popular demand for meprobamate 
medication. Perhaps it is not so much a reflection on the drug 
as On contemporary civilization that such a large section of the 
public is so much in need of a tranquilizer. Thus far, the benefits 
of meprobamate far outweigh the problems produced by the 
relatively infrequent abuse of this drug. It does behoove the 
physician, however, to ponder the implications of a mass depend- 
ency on this drug, as well as the possibility of harmful habit 
formation in some patients. 


FREDERICK LEMERE, M.D. 
308 Medical & Dental Bldg. 
Seattle 1. 
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Conn’s Syndrome with Severe Hypertension. T. M. Chalmers, 
M. G. FitzGerald, A. H. James and H. Scarborough. Lancet 
1:127-132 (Jan. 21) 1956 [London, England]. 


The authors present the case of a woman, aged 43, who was 
hospitalized in February, 1954, because of diarrhea and weak- 
ness of the limbs and neck. For nine days she had had up to 
six watery stools daily. At 2 a. m. on the sixth day she was 
awakened by nausea, and on trying to get up to vomit she found 
that she could not move her limbs. She had had such attacks 
for about three years, each lasting about a week. About the 
time that these attacks began she noticed excessive thirst, worse 
during the attacks, but present also during the intervals between 
them. This was accompanied by nocturia. The weakness was 
patchy and asymmetrical. The patient could not lift her head, 
abduct either arm, or extend either elbow; flexion of the left 
elbow, grip of the right hand, and flexion of the hips and knees 
were also weak. Other movements were strong. The tendon re- 
flexes were brisk. Laboratory studies revealed that the serum 
level of potassium was 1.7, of sodium 147, of chloride 104, and 
of bicarbonate 29 mEq. per liter. The electrocardiogram showed 
evidence of potassium deficiency. Potassium acetate was given 
by mouth, about 90 mEq. being administered in the first 16 
hours. Since there was no increase in muscle power or in potas- 
sium level, the rate of administration was increased to about 
250 mEq. per 24 hours. Muscle power then improved but was 
not normal until four days later. On the sixth day, the potassium 
level in the serum was 6.5 mEq. per liter. Alkalosis was slight 
or (more often) absent. Urinary concentrating power was lost, 
but the capacity for urinary acidification was only slightly im- 
paired. After discharge from the hospital she took 80 mEq. of 
potassium chloride daily and said that she felt better than she 
had for some years, but the thirst continued. When the de- 
hydration and electrolyte depletion had been corrected, her blood 
pressure had risen, and it varied between 160/90 and 230/120 
mm. Hg. During the 12 months between discharge and her 
second admission she continued to be hypertensive. After Conn 
described his patient, in whom a salt-retaining hormone was 
secreted in excessive amounts by an adrenocortical tumor, and 
suggested that other cases of supposed potassium-losing nephritis 
had a similar cause, the authors reinvestigated their patient who 
had meanwhile been kept well with a supplement of potassium. 
A tumor of the right adrenal gland was demonstrated radio- 
graphically, and its removal reversed the electrolyte abnormality 
and lowered the blood pressure. Urinary excretion of aldos- 
terone was normal or only slightly increased, but fell after 
operation. Blood aldosterone levels were within normal limits. 
Renal biopsy showed vacuolation of the tubular epithelium al- 
most entirely confined to the proximal tubule, with minimal 
changes in the distal tubule. Isotope dilution and muscle analysis 
showed that the patient’s tissues contained more sodium and less 
potassium than normal. Operation ultimately reversed these 
changes. Renal clearances of inulin and p-aminohippurate, 
initially low, were further reduced after operation, approximately 
in proportion to the reduction of blood pressure. 





The place of publication of the periodicals appears in brackets preceding 
each abstract. 

Periodicals on file in the Library of the American Medical Association 
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Studies on Water Excretion Following Intravenous Hydration 
and the Administration of Pitressin or Nicotine in Congestiy, 
Heart Failure. I. B. Hanenson, B. Goluboff, J. Grossman ang 
others. Circulation 13:242-251 (Feb.) 1956 [New York, 


_ The diuretic response to intravenous infusions of 5% dextrose 
solution in water and the antidiuretic response to intravenoys 
injections of nicotine salicylate and aqueous beta-hypophamine 
(Pitressin), during maximal water diuresis, were studied jn s 
normal persons and in 14 patients with chronic rheumatic hear 
disease. Seven of the 14 patients were clinically classified 
being in moderately severe congestive failure, and 6 were cop. 
sidered to be in severe congestive failure. The seven patients jp 
moderately severe congestive failure achieved urine flows o 
6.8 to 14 cc. per minute during constant intravenous infusions 
of 5% dextrose solution in water at rates of 10 cc. per minute 
One patient with cardiac disease and intractable anasarca 
achieved a maximum urine flow of 4.7 cc. per minute during a 
similar infusion at a rate of 5.7 cc. per minute. All eight patients 
gave an antidiuretic response to intravenous injections of ().3 
milliunit of aqueous beta-hypophamine solution per kilogram of 
body weight that was equivalent in degree and duration to that 
given by the five normal persons. The antidiuretic response of 
four of five patients with cardiac disease in moderately severe 
congestive failure to intravenous injections of 1 to 3 mg. of 
nicotine salicylate was also equivalent in degree and duration to 
that of the five normal persons. The antidiuretic response of the 
fifth patient in moderately severe congestive failure persisted 
throughout the 205 minutes of observation after the nicotine 
injection. After rapidly smoking two cigarettes, a sixth patient 
with cardiac disease gave an antidiuretic response that was 
equivalent to that of normal persons given nicotine injections. 
Five patients in severe congestive failure, when given intravenous 
infusions of 5% dextrose in water solutions at rates of 5.7 or 
10 cc. per minute, achieved maximal urine flows of only |.! 
to 2.7 cc. per minute. As the infusions were continued, signs of 
increasing congestive failure developed and, despite the con- 
tinued fall in serum sodium and total solute concentrations, their 
urinary flows decreased to amounts varying at times from 0.4 
to 1.2 cc. per minute without any further change in renal hemo- 
dynamics. These findings support the view that patients in 
mcderate congestive failure have neither increased renal tubular 
sensitivity to, nor reduced ability to inactivate, antidiuretic hor- 
mone of endogenous or exogenous origin. The observation that 
patients in more severe failure do not achieve adequate water 
diuresis during intravenous hydration suggests that sustained 
production of antidiuretic hormone, independent of normal 
osmoceptor control, may be one of the mechanisms contributing 
to their salt and water retention. 


Effect of Cortisone and ACTH on Edematous Basedowian 
Exophthalmos: Study of 15 Cases. J. Décourt, J.-M. Doum«, 
J.-P. Michard and J. Louchart. Semaine hép. Paris 32:186-200 
(Jan. 20) 1956 (In French) |Paris, France]. 


Cortisone and corticotropin were used in the treatment of 1° 
patients with hyperthyroid edematous exophthalmos. In eigh! 
patients the disease was of a discrete type, in three it Wa 
moderately severe, and in four malignant, the severity being 
judged by the amount of ocular motility and functional dis- 
turbance present. This and the amount of edema and chemosi 
are the two most indicative prognostic signs. The exophthalmos 
is much more likely to be severe in men than in women. It tends 
to appear in both sexes at around the age of 50 and seems t0 be 
related to menopause, perhaps to andropause. The degree 0! 
hyperthyroidism is unrelated to the severity of exophthalmos. 
but exophthalmos often appears after thyroidectomy or othe! 
antithyroid therapy that suddenly reduces thyroid activity. Some 
of the worst forms appear in persons with hypothyroidis™. The 
two hormones mentioned are capable of reducing the sympto™ 
of edematous exophthalmos. Their effect is seen within a [¥ 
hours of administration, and it manifests itself particu!urly 
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-hemosis, and the subjective symptoms. Ocular pro- 


= not decreased much. The best method of treatment 
proved be intravenous infusion with corticotropin. The effect 
is not permanent, but prolonged therapy can bring about lasting 
improvement. The best results are obtained when therapy is 
instituted early in the course of the disease. Hormone treatment 
is preferable to slower-acting methods like pituitary irradiation. 


it should be used to prevent the serious disorders that may occur 
the illness has a chance to disappear spontaneously. In 
the present series, seven patients obtained good results, four fair 
results, and four poor results. In none of these last was the con- 
dition worsened. One patient died of his disease. 


SURGERY 


The Role of Surgery in the Present Day Treatment of Pulmonary 
Tuberculosis: A Review of 143 Consecutive Operations. R. K. 
Oliver, S. Penton, L. O. Davenport and E. E. Hale Jr. South. 
M. J. 49:125-134 (Feb.) 1956 |Birmingham, Ala.]. 


Between 1948 and 1955, thoracoplasty was performed on 74 
tuberculous patients (180 stages). It was successful in 56 and 
unsuccessful in 18 patients; 10 of the latter have died. Many 
patients for whom thoracoplasty would have been recommended 
\0 years ago are now having resections. This is as it should be, 
but there are still many patients for whom thoracoplasty is the 
best treatment. Extraperiosteal plombages with Lucite were done 
in 29 patients. Although theoretically extrapleural plombage 
has many advantages over the staged thoracoplasty, its practical 
application with Lucite spheres as the plombage material has 
led to disheartening results and has been abandoned by most 
thoracic surgeons. Lucite plombage as a temporary procedure 
followed by thoracoplasty may have limited usefulness. A total 
of 40 resections (9 pneumonectomies, 23 lobectomies, and 8 
segmental or wedge resections) were carried out. Resection was 
successful in 33 of the 40 cases. Pulmonary resection and anti- 
tuberculous drugs, without which resection is hazardous, have 
caused a revolution in the treatment of tuberculosis that may 
eliminate tuberculosis as a public health problem within a few 
decades. The authors stress that conservative management with 
drugs and often pneumoperitoneum is the initial treatment of 
choice in over 80% of patients, surgical intervention being a 
very effective reserve measure. 


Diagnosis and Treatment of Intestinal Intussusception During 
Childhood. M. Reifferscheid. Chirurg 27:26-31 (Jan.) 1956 
(In German) [Berlin, Germany]. 


Reifferscheid discusses intestinal intussusception on the basis 
of observations on 63 infants with this disorder. That exact 
diagnosis is difficult during the early stage is proved by the 
fact that, of the 43 infants for whom the family physician was 
consulted first, only 8 were hospitalized on the first day, 12 
each on the second and third days, 7 on the fourth day, and 
the others on the fifth and sixth days. Sudden restlessness due 
(0 pain was the most frequent symptom. The intussusception 
“roll” can usually be palpated early, whereas muscular defense 
may later make such palpation difficult. The author is particu- 
larly concerned with the symptom of rectal discharge of blood. 
Although early investigators considered this as the pathogno- 
monic symptom of intussusception, he deplores the widely 
accepted view that this symptom is absolutely necessary for 
the diagnosis. In a number of instances the family physician 
had postponed hospitalization, sometimes to the third day or 
even later, until rectal discharge of blood had been observed. 
The discharge of blood from the rectum is not always an early 
symptom, as in the author’s own material it occurred on the 
first day in only about one-half of the cases. Early diagnosis 
of intussusception is extremely important because the efficacy 
of treatment is largely determined by it. The following methods 
are recommended to verify the diagnosis: (1) exploratory 
lapar omy, the mortality rate of which is practically zero if 
itis carried out during the first 12 hours; (2) examination under 
anesthesia, which, during the early stage, will reveal the “tumor” 
and which moreover may permit reduction of the intussuscep- 
tion; and (3) roentgenologic examination with the possibility 
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of reducing the intussusception under the fluoroscope. The 
author feels that exploratory laparotomy is most reliable, pro- 
vided the duration of symptoms is known and considered. Since 
anesthesia involves an additional shock for the infant, the 
author believes that after the intussusception tumor has beea 
palpated under anesthesia, laparotomy should be done immedi- 
ately, because neither roentgenoscopy nor palpation can defi 
nitely establish whether the spontaneous reduction is complete 
It should not be forgotten that failure to reduce an intussus- 
ception of the appendix may result in peritonitis 


Complications of Peptic Ulcer in the Aged. C. F. Stafford, 
E. J. Joergenson and G. C. Murray. California Med. 84:92-94 
(Feb.) 1956 [San Francisco]. 


In order to determine the severity of peptic ulcer in elderly 
persons, a study was made of the complications of peptic ulcer 
in 541 patients over 60 years of age who were operated on 
at the Los Angeles County General Hospital during the 10-year 
period from 1944 to 1953. Approximately one patient in four 
above 60 years of age admitted to the hospital with peptic ulcer 
had severe complications requiring operation. It would appear 
from observations made on these elderly patients that they do 
not react to the pain of peptic ulcer as do younger patients, 
and they do not seek medical care until some severe complica- 
tion occurs. Perforations accounted for 41% of the complica- 
tions requiring Operations, hemorrhage for 28%, and pyloric 
obstruction and intractability for 31%. Various operations 
were carried out for these different complications. The mortality 
resulting from surgical treatment of peptic ulcer in the aged 
is related to three factors: the presence of concurrent disease, 
the urgency of operation, and the selection of the operative 
procedure. Of the 220 patients operated on for perforation of 
the peptic ulcer, 57 or 26% died; of the 151 operated on for 
bleeding ulcer, 35 or 23% died; and of the 170 operated on 
for cbstruction or intractability, 17 or 10% died. Although 
peptic ulcer has been considered a disease of young and middle 
aged persons, there have been recent reports that more than 
20% of the patients admitted for hospital treatment of peptic 
ulcer are over 60 years of age. At the Los Angeles County 
General Hospital during the 12 months ending June 30, 1954. 
some 35% of the 964 patients admitted for conservative or 
surgical treatment of peptic ulcer were over 60 years of age. 
With a progressively increasing life expectancy it can be ex- 
pected that this disease will continue to become more prevalent. 


Carcinoma of the Infrapapillary Portion of the Duodenum: 
Report of a Case and Review of the Literature. R. H. Flandreau 
and W. A. Nolen. Surgery 39:285-290 (Feb.) 1956 [St. Louis]. 


The case of infrapapillary carcinoma of the duodenum pre- 
sented here brings the total of reported cases to 24. The diag- 
nosis should be considered preoperatively in patients presenting 
upper abdominal pain, distention, vomiting, and weight loss 
when roentgenograms reveal obstruction of the third portion 
of the duodenum and/or dilatation of the first and second 
portions. The choice of treatment should be governed by the 
general condition of the patient and the operative findings. 
Gastroenterostomy, a palliative procedure, is indicated for 
nonresectable lesions. Resection with end-to-end or end-to-side 
jejunalduodenal anastomosis is indicated in lesions that are 
small and have not invaded into the pancreas and in which an 
adequate margin of uninvolved duodenum separates the tumor 
from the common duct and ampulla of Vater. Resection with 
end-to-end anastomosis and gastroenterostomy alone does not 
seem rational, but, in cases where the end-to-end suture line 
is tenuous, exclusion of the pylorus with gastroenterostomy has 
a definite place. The grave consequences of a lateral duodenal 
fistula can be avoided if there is dissolution of the suture line. 
If a fistula should develop, the “end” variety is better tolerated 
and more readily closes spontaneously. Radical pancreatico- 
duodenectomy seems indicated in extensive lesions with invasion 
of the pancreas and/or common bile duct. The over-all operative 
mortality in the reported resected cases has been about 20%. 
However, the long-term prognosis is reasonably good. The 
tumor is generally an adenocarcinoma, and distant metastases 
are generally a late occurrence. 
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GYNECOLOGY & OBSTETRICS 


Acute Mastitis. M. Gunther. Lancet 1:175-180 (Jan. 28) 1956 
|London, England}. 


The author differentiates between superficial and intramam- 
mary types of acute mastitis. Superficial mastitis is due to either 
a micrococcic (staphylococcic) infection of the skin or a Mont- 
gomery tubercle that penetrates into the breast. Intramammary 
mastitis is noninfective at first, although micrococcic infection 
may supervene. The author reviews ee on 129 women 
with acute mastitis observed among 2,701 women (incidence 
of over 4%). Twenty-five of the patients had superficial and 109 
had intramammary mastitis (5 had both). The patients with 
superficial mastitis complained either of pain or of a lump; im- 
provement did not last if the pus was not discharged either 
spontaneously or through an incision. Unopened abscesses tended 
to track behind the nipple. The infecting organism was Micro- 
coccus pyogenes. The resistance of superficial mastitis to peni- 
cillin may have been due to the fact that the mothers derived 
micrococci from the resistant strains commonly inhabiting hos- 
pitals. At present the author usually gives chlortetracycline in 
doses of 250 mg. at six-hour intervals if the lesion is no larger 
than a lentil. If this treatment is not effective in 48 hours, or if 
the induration is larger, antibiotics are considered less necessary, 
unless the infection appears to be exceptionally virulent, since 
evacuation of pus is sure to be necessary ultimately. A stab in- 
cision will, if undertaken early enough, enable the mother to 
continue breast feeding, unless the incision is close to the nipple. 
Intramammary mastitis is characterized by pain in the breast, a 
lump in the glandular tissue, a flush of the skin over the affected 
area, pyrexia, and reduction of secretion from the affected breast. 
In intramammary mastitis, retention of milk is the primary 
causative factor. At first, pyrexia does not signify pus, pyemia, 
or poor prognosis. The outcome depends mostly on the time of 
starting treatment, which should consist of antibiotic protection, 
emptying of the breast, and local application of heat. No ill 
effects followed breast feeding when the mother was willing to 
continue, but in a few cases the pain of feeding was too great; 
the humalactor milking machine, which evokes a weaker reflex, 
was found to withdraw new secretion less painfully than the 
baby could. If the lump did not diminish by the third day, an 
abscess usually formed, and it seemed better to suppress lacta- 
tion once quick resolution became improbable. In this way 
resolution, a cold abscess, or at worst a small abscess is likely 
to be the outcome. Avoiding retention of secretion is the main 
factor in the prevention of intramammary mastitis. Antenatal 
treatment for poor protractility of the nipple comes first, and 
antenatal expression of colostrum gives the mother control of 
excess secretion during lactation. The author introduced a rou- 
tine that almost completely avoids engorgement. Each woman 
receives two tablets of diethylstilbestrol within two hours of 
delivery and one tablet 24 hours later. The proper protractility 
of the nipple and the proper position of the baby at the breast 
are also safeguards. Demand feeding in the early days and night 
feeding from the breast also help. Milk retention and mastitis 
during lactation would often be avoided if those advising on 
infant feeding would recognize that the rate of secretion usually 
remains approximately constant day in and day out. Any event 
that reduces the amount of milk withdrawn—the omission of 
a feeding or the giving of supplementary feedings—may be fol- 
lowed by mastitis, unless the mother has the knowledge and skill 
to avoid retention. 


Acute Tubular Necrosis of the Kidney Following Abortion. 
G. M. Bull, A. M. Joekes and K. G. Lowe. Lancet 1:186-189 
(Jan. 28) 1956 |London, England]. 


The authors present observations on 13 patients with abortion 
anuria. Seven patients admitted that intrauterine douching had 
been carried out either by themselves or by other persons. One 
patient had had a therapeutic abortion in a nursing home by 
the insertion of a soap paste into the cervix; and another patient, 
a trained nurse, had passed an instrument into her uterus. The 
other four patients refused. to- disclose details of their abortions. 
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All patients had anuria or severe oliguria for periods arying 
from 9 to 20 days and maximal blood urea levels varying from 
299 to 672 mg. per 100 ml. In five cases there was autopsy 
confirmation of acute tubular necrosis, and in the eight su rviving 
patients the clinical course of the illness and the pattern of renal 
dysfunction were typical. Until 1949, the emphasis in treatmen; 
in the authors’ unit was on the removal of waste products from 
the blood and the correction of electrolyte imbalance by dialysis 
with an artificial kidney. Two of the 13 patients were subjected 
to dialysis, but one of them died of pyemia probably caused by 
micrococci (staphylococci) introduced during dialysis: these 
Organisms were resistant to the antibiotics then available 
Criminal abortion is a common cause of acute renal failure. The 
lesion is probably caused by renal ischemia brought about by 
blood loss. In addition, the soap solution in one patient prob. 
ably caused intravascular hemolysis at the placental site: the 
resulting heme pigments circulate and form casts in the kidney. 
Moreover, phenol or another nephrotoxic agent may be ip- 
corporated in the douche and make the tubular necrosis worse. 
Quinine used as an abortifacient and infection with Clostridium 
welchii both cause subsequent intravascular hemolysis and shock 
and possibly renal failure. Renal failure should be recognized 
early by the daily volume, specific gravity, and composition of 
urine and the blood chemistry. If rational treatment is applied, 
renal failure should rarely cause death. Renal failure was recog- 
nized too late for effective treatment in one case. One patient 
was grossly overloaded with fluid, and she died of pulmonary 
edema. Two patients died from water and electrolyte imbalance, 


PEDIATRICS 


Severe Type of Infantile Hypercalcaemia. B. E. Schlesinger, 
N. R. Butler and J. A. Black. Brit. M. J. 1:127-134 (Jan, 21) 
1956 [London, England]. 


The recently recognized condition of infantile hypercalcemia 
appears in two forms, one simple or benign and one severe. The 
prognosis for patients with the benign form is good, but those 
with the severe form are in danger of death from renal failure 
or hypertension, and even if they survive, they are likely to be 
permanently retarded mentally. Recognition of severe infantile 
hypercalcemia is facilitated by the characteristic “elfin” facial 
appearance of these patients, with prominent epicanthic folds, 
an overhanging upper lip, and underdevelopment of the bridge 
of the nose. The exact age at which this characteristic appearance 
develops is not known, but it was noticed at as early as 4 
months in one of the 10 children in whom a diagnosis of severe 
infantile hypercalcemia has so far been established. The findings 
in these cases, three of which are new and seven of which were 
previously reported and are here reviewed, show marked re- 
tardation of physical growth in all the children during the acute 
stage of hypercalcemia and a later acceleration of physical 
growth after resolution of the hypercalcemia in the six who 
survived. Only one, however, reached normal weight within 
18 months of recovery, and all remained small in stature. A 
reduction in skull circumference was an invariable finding, per- 
sisting after the resumption of growth elsewhere. Retardation 
of brain development was probably responsible for the small 
size of the skull in these patients, although they did not have 
the appearance of true microcephaly. Only two presented ev!- 
dence of craniostenosis. Present evidence clearly shows thal 
most of the symptoms and pathological changes found in these 
patients can be explained by the combination of prolonged 
hypercalcemia and the renal impairment that invariably accom- 
panies it and that is apt to be more pronounced in the severe 
than in the simple form of the disease, sometimes even leading 
to fatal hypertension. Patients who survive, on the othe: hand, 
may show improvement in kidney function. Hypercholesteremi4 
is often present. Most patients have an audible systolic m\rmur. 
Increased radiological density of the skeleton, involving prt 
cipally the base of the skull, the epiphyses, and the growin: ends 
of the long bones, appears at some stage and may eil!<r be 
severe enough to be confused with osteopetrosis (A bel 
Schénberg’s disease) or slight enough to escape recognitic 2 Un 
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logical examination has been possible from the onset. 


| SS Tas 

a ca e for the hypercalcemia was apparent in any of these 
cases, and, since none of the patients had had an excessive in- 
take oi vitamin D, the possibility of hypersensitivity to the 
vitamin, determined by individual metabolic requirements or by 


erowth disturbance, must now be carefully considered. 


Treatment of Tuberculous Primary Infection in Children. 
J. Raynaud and M. Naveau. Semaine hdp. Paris 32:140-144 
Jan. 14) 1956 (In French) |Paris, France]. 


Pediatricians disagree on the question of whether primary 
tuberculosis in children over 2 years of age ought to be treated 
or left to heal naturally. It has been argued that these infections 
are usually benign and self-limited, that streptomycin does not 
always prevent progression and spread of the lesions, and that 
such treatment may even be dangerous because the patient will 
become resistant to the drug or his symptoms will be suppressed 
by it while the disease remains potentially active. On the other 
hand, early therapy of an initial bout of tuberculosis would 
seem to be desirable from a theoretical standpoint. Microbial 
dissemination should be stopped and complications avoided. 
Treatment with isoniazid is effective in this regard, simple be- 
cause it can be administered orally, and nontoxic because large 
doses are unnecessary. The drug is suitable for prolonged 
therapy. The French National Health Institute is conducting an 
inquiry to assess the value of early treatment. Control patients 
are selected from records dating from the period 1946 through 
1950 and among contemporary patients whose disease is ex- 
tremely mild and whose personal physicians deem therapy 
unnecessary. In this way no child is being deprived of treatment 
for experimental purposes. The number of children treated and 
included in this study is not yet great enough to warrant valid 
conclusions, but the authors believe that treatment with isoniazid 
combined with aminosalicylic acid benefits these patients not 
only in suppressing the initial attack but also in preventing the 
subsequent appearance of other tuberculous foci. Diffuse and 
nodular opacities in the lung seen radiographically clearly show 
regression, and pleurisy and meningitis are successfully avoided. 
The effect of the treatment on adenopathy, segmental opacities, 
and bronchial fistulas is less evident, but when judged at the 
end of a year there is seen to be a definite decrease in these 
symptoms. 


Haemolytic Disease of the Newborn as a Family Problem. 
W. Walker and S. Murray. Brit. M. J. 1:187-193 (Jan. 28) 
1956 [London, England]. 


In an attempt to establish whether the hemolytic disease of 
the newborn in successive pregnancies follows one or a limited 
number of consistent patterns, a study of the previous history 
was made of 1,033 immunized Rh-negative mothers for an 
eight-year period (1947 to 1955). A total of 1,336 babies with 
hemolytic disease born of these mothers represents an incidence 
of five cases for every 1,000 births during this period and is 
in the authors’ opinion representative of the whole range of 
the hemolytic disease of the newborn. Patients with similar 
backgrounds were grouped together and compared with a control 
series. The authors state that certain sequences in the family 
history are constant enough to serve as a reliable guide to the 
risks in affected families. These are as follows: 1. Immunization 
of the mother by Rh-positive blood transfusion is similar in 
Significance to immunization by pregnancy. The management of 
mothers in whom antibodies developed should, therefore, be 
independent of the means by which immunization was brought 
about 2. Where there has been no previous affected baby the 
risk of stillbirth is about 10%, but of those born alive, 40% 
will not require treatment. These findings do not support the 
Opinion that “first affected babies” are but mildly affected; by 
advisine the mother against hospital delivery, the baby’s life will 
be risked unnecessarily. 3. Although statistically there is a 
gener’ trend toward more severe disease in succeeding preg- 
hancic., this pattern of increasing severity is not uniform for 
all ca Distinct family patterns are relatively rare, but much 
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help in estimating the probable outcome of a given pregnancy 
can be obtained from knowledge of the form and the severity 
of the disease in the immediately preceding baby. This relation 
ship can be expressed as follows: a. Where the previous infant 
has been mildly affected without requiring treatment, the risk 
of stillbirth is no more than 2%, and of those born alive, 60% 
will survive without treatment. b. The occurrence of kernicterus 
in the previous baby does not mean that the prognosis will be 
any worse for the new baby than it was for any previous affected 
infant requiring treatment. c. If a previous baby has been still 
born as a result of hemolytic disease, there is about an 80% 
chance that the next baby, if allowed to go on to a spontaneous 
delivery, will also be stillborn. If born alive it will have severe 
disease and require treatment. 4. If immunization of the mother 
has occurred in an early pregnancy, the risk of severe disease 
in the baby is only slightly increased as compared to that from 
immunization of the mother by a later pregnancy. The time 
interval between pregnancies does not materially affect the prog- 
nosis of the disease in the affected babies. There is no reason 
for advising an interval of several years between pregnancies 


UROLOGY 


Occlusion of a Renal Artery as a Cause of Hypertension. FE. F. 
Poutasse. Circulation 13:37-48 (Jan.) 1956 |New York|. 


Renal hypertension resulting from the primary occlusion of 
a renal artery is rapidly progressive, and the affected kidney 
must be promptly removed if the development of malignant 
nephrosclerosis in the nonischemic kidney and death from renal 
insufficiency are to be prevented. The possibility of renal artery 
occlusion should be considered when renal hypertension appears 
suddenly in a patient with no family history of hypertension, 
especially when it follows an attack of abdominal pain or dis- 
ease. Intravenous urography will usually show marked reduc 
tion or absence of renal function in the ischemic kidney when 
occlusion of the artery is complete, but when only part of the 
arterial system is occluded, the kidney function may be no 
more than slightly reduced or may even appear normal. Com- 
parison of samples of urine collected from each kidney by retro- 
grade catheterization will also furnish valuable diagnostic in- 
formation. Reduction of function in the ischemic kidney will 
be shown by diminished urinary flow, delayed indigo-carmine 
excretion, and decreases of mannitol and p-aminohippurate out- 
puts and urea and creatinine concentrations. Retrograde pyelo- 
grams may show either a normal pelviocalyceal system or one 
that is somewhat reduced in size with a reduction in the size 
of the kidney. The one definitive method, however, by which 
occlusive renal artery disease can be demonstrated is trans- 
lumbar aortography. This procedure, which is safe and com- 
paratively simple when carried out with proper safeguards, may 
show the absence of filling of a main renal artery, filling defects 
in the renal artery, absence of important branches of the main 
renal artery, and reduction in the vascular system of the affected 
kidney. The picture after complete main renal artery occlusion 
may be one in which the blood enters the kidney only through 
aberrant arteries. Renal hypertension in three patients in whom 
renal artery occlusion was demonstrated by translumbar aortog- 
raphy was relieved by removal of the affected kidney. A fourth 
patient, whose case, previously reported in the literature, is 
summarized, had renal hypertension associated with stenosis of 
the aortic orifices of both renal arteries apparently resulting 
from coarctation of the abdominal aorta. The exact nature of 
the lesion in this case was discovered only at autopsy four days 
after the patient’s death following removal of the right kidney 
No evidence of vascular disease or renal atrophy was found 
within the kidneys, and if the lesion had been recognized in time, 
it is possible that one autogenous renal graft might have been 
life-saving. The successful use of thromboendarterectomy in two 
patients with hypertension resulting from partial occlusion of a 
renal artery suggests that this procedure may prove to be the 
treatment of choice in cases like these, in which there is as 
yet no loss of function and no atrophy. 
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Dilutional Hyponatremic Shock: Another Concept of the Trans- 
urethral Prostatic Resection Reaction. R. H. Harrison III, J. S. 
Boren and J. R. Robison. J. Urol. 75:95-110 (Jan.) 1956 
|Baltimore}. 





















































Near the end of or immediately after a transurethral prostatic 
resection observers sometimes note a reaction that is charac- 
terized by increasing apprehension, an elevation in blood pres- 
sure, a slow pulse, tenseness, irritability, twitching, nausea and 
vomiting, irrationality, confusion, shortness of breath, cyanosis, 
convulsion, and coma. Oliguria or anuria may follow, ultimately 
resulting in death or spontaneous diuresis and recovery. The 
authors discuss the older concepts of this reaction, and then 
present observations on 25 consecutive patients in whom they 
attempted to correlate signs or symptoms of the transurethral 
prostatic resection reaction with certain changes occurring in the 
blood and electrolyte patterns. About half of these patients gave 
a history of cerebrovascular, cardiac, or hypertensive disease. 
Ninety-two per cent had some degree of dehydration. A low 
spinal (saddle) anesthesia was employed, and 1.1% aminoacetic 
acid (glycine) was used as the irrigating fluid from about three 
feet above the hips of the patient. Samples of blood were drawn 
prior to and after operation. There was no hemolysis. The 
authors present the history of one patient in whom a typical re- 
action followed and who was given 330 cc. of a 5% solution 
of sodium chloride. Normal aging, degenerative diseases, in- 
fection, obstructive uropathies, dehydration, and shock decrease 
effective renal function. Patients with deficient electrolytes, 
extracellular fluid, and particularly blood volume who suddenly 
receive relatively large amounts of fluid intravenously are unable 
to distribute the excess fluid as rapidly as it accumulates. This 
addition results in a significant increase in the blood volume and 
a dilutional hyponatremia that the authors consider responsible 
for the signs and symptoms of the transurethral resection re- 
action. A sudden increase in blood volume, produced by a fluid 
poor in electrolytes, precipitates water intoxication. The authors 
believe that the concomitant increase in cerebral blood volume 
and cerebral edema causes an increase in intracranial pressure 
with symptoms of elevation in blood pressure, slow pulse, 
nausea, vomiting, headache, convulsion, and coma. Cerebral 
edema is probably secondary to osmolar fluid shifts from the 
hypotonic extracellular to the relatively hypertonic intracellular 
fluid. Pulmonary alveolar and interstitial edema resulting in 
cyanosis and shortness of breath probably occurs because of 
similar shifts. The duration of the cerebral signs and symptoms 
probably depends on the time required for the redistribution 
and/or excretion of the accumulated fluid. With redistribution, 
the signs and symptoms of dilutional hyponatremia are manifest. 
The wide variability in the amount of water absorbed during 
resection is proportional to the resection time, the irrigating 
fluid pressure, and the number of opened venous sinuses. Re- 
sections should be limited to 60 minutes, and a low irrigating 
pressure should be used. Since the authors have used 5% 
sedium chloride solution in the treatment of the transurethral 
resection reaction, they have observed no cases of anuria or 
death. 


OTOLARYNGOLOGY 


Food Sensitization as a Cause of Perennial Nasal Allergy. E. L. 
Derlacki. Ann. Allergy 13:682-689 (Nov.-Dec.) 1955 [St. Paul]. 


Nasal allergy is responsible for most of the complaints ob- 
served in the practice of rhinology and for a considerable pro- 
portion of those treated by allergists. Allergic rhinitis includes 
not only typical seasonal hay fever but also the conditions 
known as vasomotor rhinitis, hyperesthetic rhinitis, intumescent 
rhinitis, catarrhal rhinitis, and hypertrophic rhinitis. All these 
conditions are varying degrees of perennial nasal allergy, often 
with superimposed secondary infection. Atrophic rhinitis too 
may be the end-result of perennial allergic rhinitis. An allergic 
reaction of the respiratory mucosa tends to involve all of the 
mucosa, including that of the sinuses, since these are diverticula 









J.A.M.A., April 2), 195% 


of the nasal cavity lined by an extension of nasal mucos, 
Allergic edema and hypersecretion in the sinuses are parts of 
the nasal mucosal reaction that produce no special sy; ptoms 
while the sinus ostium remains unobstructed. Occlusion of the 
ostium results in retention of secretions and the symptoms o; 
sinusitis. In the author’s experience, 90% of the cases of chronic 
sinusitis result from allergic rhinosinusitis with obstructing 
edema of the sinus ostia. The resultant stasis predisposes jg 
infection, and infection superimposed upon a chronic allergic 
State in turn becomes chronic. Food sensitization is an important 
cause of perennial nasal allergy. In the author’s practice it was 
responsible for about 25% of perennial nasal allergy. A rela. 
tively constant pattern of nasal symptoms not influenced )y 
season or environment suggests an uncomplicated food sensi. 
tivity. Undue fatigue or drowsiness after meals, migrainous o; 
vascular type headaches, and gastrointestinal symptoms of so- 
called spastic or nervous colitis, gallbladder complaints, bloating. 
and flatulence may all be additional indications of food allero 
Dislikes for certain foods should not be ignored. Skin testing 
for sensitivity to foods has proved of negligible value in the 
author’s experience. A cause and effect relationship between the 
ingestion of a food and the production or accentuation of specific 
nasal symptoms were best demonstrated by use of individual 
feeding tests or the combination of the basic elimination diet 
and the individual food testing techniques. He describes an 
elimination diet and several illustrative case histories. Patients 
with perennial nasal allergy responding partially to inhalant 
hyposensitization should always be studied for a possible com- 
plicating food allergy. 


Transtympanic Mobilization of Stapes for Impaired Hearing 
Due to Otosclerosis. C. M. Kos. Ann. Otol. Rhin. & Laryng. 
64:995-1008 (Dec.) 1955 [St. Louis]. 


Kos reviews the history of mobilization of the stapes including 
Rosen’s experience in using Lempert’s technique for disengaging 
the tympanic membrane from its annular attachment to test for 
the mobility of the stapes to determine suitability for a fenestra- 
tion operation. During the course of testing for ankylosis 
Rosen found that the stapes was inadvertently remobilized in 
a few instances with consequent improvement of hearing. This 
experience led to the suggestion that the procedure should be 
revived in the treatment of otosclerosis. At the University of 
lowa, a modification of the Lempert technique was developed 
that exposed only the lenticular process of the incus and the 
incudostapedial articulation to inspection and manipulation. The 
modification involves a peritympanic incision, elevation and 
reflection anteriorly of the peritympanic cutaneous membrane 
and tympanic membrane, and insertion of a stapes mobilizer 
to free the partially or incompletely ankylosed stapes. The 
operation is performed under local anesthesia. Experience 
gained in performing 65 transtympanic stapedial mobilizations 
revealed that the technique works, but it is a hit or miss pro- 
cedure. At least three categories of clinical otosclerosis must be 
considered for the application of stapedial mobilization: (1) in- 
complete stapedial ankylosis, (2) complete stapedial ankylosis, 
and (3) stapedial ankylosis with labyrinthine deafness. The 
author points out that Miot, who performed a stapedial mobill- 
zation in 1890, believed that the best results were obtained in 
beginning ankylosis and that the operation was not effective in 
complete ankylosis. Analysis of the 65 cases reported in this 
study seems to confirm this general observation, but success and 
failure in the two groups does not help in the selection of 
patients. Results have not been encouraging enough for this ope! 
ation to be accepted as an established method for otosc!eros!s 
The author concludes that stapedial mobilization is not a sub- 
stitute for fenestration, as its application is not always effective 
in cases that are suitable for fenestration. Stapedial mobilization 
may be useful in patients exhibiting beginning or incomplete 
ankylosis and in patients whose bone conduction thresho!s are 
elevated to an extent precluding successful fenestration. How 
ever, whether stapedial mobilization will be retained in the 
repertoire of the otologist will depend on the long-term resulls 
observed during the next several years. 
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BOOK REVIEWS 


e New Institutional Facilities for Long-Term Care. By Edna E 


Plannin , , 
Nichols Executive Director, Institute of Medicine of Chicago. Fore- 
words by Leonard A. Scheele, M.D., Surgeon General, Public Health 
Service, U. S. Department of Health, Education, and Welfare, Washington, 


D. C., Edwin Crosby, M.D., Director, American Hospital Association, 
G. Warfield Hobbs Ill, Chairman, National Committee on the Aging, 
New York. and Edwin B. Morris Jr., Director, Department of Professional 

American Institute of Architects. Cloth. $4.50. Pp. 358. G. P. 


Relations, - : 
Putnam's Sons, 210 Madison Ave., New York 16, 1956. 


Miss Nicholson has had a vast experience in the development 
of institutions for the care of the chronically ill. As a conse- 
quence, this book is based on the knowledge gained from the 
establishment of 100 new facilities as well as of a number of new 
units in this category added to existing facilities in the Chicago 
area in recent years. Homes for the aged, nursing homes, 
rehabilitation facilities, and units for long-term care attached to 
ceneral hospitals were set up. In the introduction, Miss Nichol- 
son calls attention to the fact that what is needed is not beds 
but good facilities. The original thinking and planning, there- 
fore. must be sound when such facilities are constructed. The 
first section of the book is devoted to the question of whether 
there is a real need for the proposed units. If so, what type 
and kind should they be, who will be responsible for the opera- 
tion, what constitutes a desirable location, and what will they 
cost? Many persons apparently enter such institutions with 
partial or complete financial support. A minimum number are 
capable of taking care of themselves, more need some attention 
by aids, attendants, or matrons, and about 58% require com- 
petent nursing service. 

Since such structures must be an integral part of the com- 
munity health service, communities have a fundamental re- 
sponsibility in seeing that the right people get sent to the right 
places. An excellent suggestion is that a central agency of some 
kind should know where the proper places are, so that a physi- 
cian or other interested person can find out where a particular 
patient should be placed. While the emphasis is on homes for 
the aged and nursing homes, it is clearly brought out in this 
book that, for the most part, those needing hospital care should 
be placed in an institution in close association with a general 
hospital. Rarely is the chronic disease hospital a necessary 
structure. 

Part 2 is concerned with the planning, organization, and 
program in connection with such institutions and discusses the 
type of institution, estimations of the cost, where the money can 
be found, how to get it, ownership and operation, and the 
services the institutions must provide. Also, there is an excellent 
discussion of the type of personnel necessary to operate these 
facilities. Part 3 is devoted to buildings, equipment, and furnish- 
ings. Such structures should be near a business and amusement 
center, should be well lighted, and have non-skid floors. The 
necessity for privacy for many of the chronically ill is brought 
oul, with semiprivate accommodations being urged rather than 
wards. This book is well written and timely. The stimulation 
that will be given to the construction of units such as are de- 
scribed in this book by the amendments to the Hill-Burton Act 
should be obvious to everyone concerned with this problem. To 
those who are interested in the subject or are contemplating the 
establishment of institutions for the care of the chronically ill, 
this book should be invaluable. 


Lehrbuch der Pharmakologie im Rahmen einer allgemeinen Krankheits- 
— fur praktische Arzte und Studierende. Von Dr. med. Fritz Eichholtz, 
Totess der Pharmakologie, Universitat Heidelberg, Heidelberg, Ger- 
mon Eighth edition. Cloth. 39.60 marks. Pp. 596, with 135 illustrations. 
im Verlag, Reichpietschufer 20, (1) Berlin W. 35 (West-Berlin); 
*4 Neuenheimer Landstrasse, Heidelberg; G6ttingen, Germany, 1955. 

This book follows the general pattern of the earlier editions. 
Part | deals with general principles: the roles that the food- 
Stuffs and vitamins play in the animal economy, the hormones, 
and 1 pharmacology of inflammation, including a discussion 
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of pharmaceutical agents commonly used in the treatment of 
inflammatory processes. Part 2 describes the pharmacology 
of the important physiological systems. The important drugs 
are discussed in relation to their effects on the structures of each 
system. Part 3 deals with disinfection and chemotherapy) 
One may differ with the author in regard to the small amount 
of space devoted to discussing the antibiotics. Owing to the 
rapidity with which new drugs are being introduced and the 
time required for the publication of textbooks, it is practically 
impossible to discuss the new preparations. This may be one of 
the reasons why the author's references do not go beyond 1950 
The author has accomplished a satisfactory revision, and no 
doubt the book will continue to be widely used. Its shortcomings 
can be rectified by the instructors who use it in their classes 


Topley and Wilson’s Principles of Bacteriology and Immunity in Two 
Volumes. Volumes I and II. By G. S. Wilson, M.D., F.R.C.P., D.P.H 
Director of Public Health Laboratory Service, England and Wales, and 
A. A. Miles, C.B.E., M.A., M.D., Professor of Experimental Pathology 
University of London, London, England. Fourth edition. Cloth. $24.50 
Pp. 1106; xlviii, with 237 illustrations; 1107-2331; xlviii, with 303 illustra 
tions. Williams & Wilkins Company, Mount Royal and Guilford Aves 
Baltimore 2, 1955. 


Nine years have elapsed since the publication of the third 
edition of this book. The main advances during the intervening 
years have been in the fields of chemotherapy and antibiotic 
agents. The changes in the text have been mainly along these 
lines. The general character of the textbook has been altered by 
greater attention to bacteriology in man and animals and pro- 
portionately lessened emphasis on nonmedical bacteriology 
Also, the work has become more a textbook for the postgraduate 
student, teacher, and investigator, being too big for the under 
graduate medical student. The references have been brought up 
to date and their number increased. The general makeup is the 
same as before: general and systematic bacteriology, infection 
and resistance, and the application of bacteriology to medicine 
and hygiene. The text has been enlarged, and the well-organized 
index is present in both volumes. This is still a book unique in 
many ways, distinguished by its delightful style, lucidity, and 
sober common sense, and there is still no better critical intro- 
duction to immunology than part 3. 


The Dynamic Equilibrium of Body Proteins: Hemogiobin, Plasma 
Proteins, Organ and Tissue Proteins. By George H. Whipple, M.D. Cloth 
$3.25. Pp. 68, with illustrations. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd 
24-25 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W 
Toronto 2B, Canada, 1956. 

This short volume is a summary of some of the work on body 
proteins that has been done for the past 30 years in Dr. Whipple's 
laboratory. The author gives the gist of the experiments per- 
formed, the results obtained, and his interpretations of these 
results. The experiments clearly establish a dynamic interrela 
tionship between the protein in circulation, in the extracellular 
fluids, in the cells, and in the reserve stores. The book is easily 
read and can be readily understood. A brief bibliography is 
included. 


The Interpretation of the Unipolar Electrocardiogram. By Gordon B 
Myers, M.D., Professor of Medicine, Wayne University College of Medi 
cine, Detroit. Paper. $4.75. Pp. 164, with 23 illustrations. C. V. Mosby 
Company, 3207 Washington Bivd., St. Louis 3, 1956 

This manual is designed for students by one who has had 
many years of teaching experience and who is well known for 
his studies correlating electrocardiographic and autopsy findings. 
It is a practical textbook with many excellent diagrams supple- 
menting a well-written text. No references are given. There is 
a good index. The usual subject matter in a book of this type 
is covered. This includes myocardial infarction, conduction de 
fects, disorders of rate and rhythm, and the effect of drugs 
The book is to be highly recommended as an introduction to 
unipolar electrocardiography for the student, undergraduate or 
graduate. 
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QUERIES AND MINOR NOTES 


EDIBLE MUSHROOMS 


To THE Epiror:—/s there a reliable test for determining edible- 
ness of mushrooms? 


R. W. Mueller, M.D., Solana Beach, Calif. 


ANSWER.—There is no practical or reliable test for deter- 
mining edibleness of mushrooms. Numerous tests have been 
described as infallible, e. g., whether a mushroom peels, whether 
it turns silver black, or whether it has been found near a rusty 
nail. None of these tests is reliable. Ramsbottom (Proc. 
Nutrition Soc. 12:39, 1953) has stated that there are few deadly 
poisonous species. If an atlas of these species is obtained, one 
may ascertain the safety of ingesting a mushroom by comparing 
its physical characteristics with those of the poisonous ones in 
the atlas. Care must be taken not to judge the edibleness of a 
mushroom by the fact that certain animals will eat it. Rabbits 
will eat Amanita phalloides, a species of mushroom that is deadly 
to man. The only practical way to make sure that a mushroom 
is edible is to use only commercially cultivated ones, either 
canned or fresh. 


JOINT PAIN IN PATIENT WITH PURPURA 


To THE Epitror:—A patient, who has had her spleen removed, 
has idiopathic thrombocytopenic purpura and must have 
therapy with a small dose of Neo-Cortef daily to prevent the 
occurrence of purpura. She has taken one 20-mg. tablet daily 
for about a year. This has satisfactorily controlled purpuric 
manifestations, but now she has many joint and bone aches 
and pains. What will give her relief? =.M._D., Mississippi. 


ANSWER.—The occurrence of arthralgia in a patient with idio- 
pathic thrombocytopenic purpura should make one suspicious 
of the presence of another disease. This is especially true in 
those patients who do not respond to splenectomy or in those 
instances in which the thrombocytopenia has recurred after 
splenectomy. Such diseases as systemic lupus erythematosus, 
periarteritis nodosa, and leukemia should be carefully searched 
for. Marrow examinations and reticulocyte counts should be 
performed to rule out agnogenic myelofibrosis and other marrow 
disorders. 


LOSS OF HEARING 

To THE Epiror:—From time to time I see patients with loss of 
hearing at 8,000 cps only (not even at 6,000 and 10,000), with 
no accompanying medical findings. What have been the latest 
findings in connection with this abrupt drop at 8,000? 


M.D., Israel. 


ANSWER.—With our present knowledge and only the facts 
given above, a satisfactory answer may not be possible. Was the 
loss unilateral or bilateral? Was there exposure to noise of 
damaging frequency? Was the onset recent and sudden? Was 
there previous audiometric and other pertinent history? The 
findings cited are not common. Damaging sounds such as pre- 
vail in industry are in the neighborhood of 1,000-2,000 cps, and, 
for reasons not completely clear, exposure to them results in a 
hearing loss about one octave higher. Some recent work in- 
dicates that many damaging noises may be more common at a 
higher level, namely 4,000-5,000 cps. Exposure under these 
circumstances could cause a loss at the frequency mentioned in 
the query. When toxic agents are involved, the history may in- 
dicate their presence and the loss is more apt to be bilateral, 
while losses due to loud sounds, for instance small arms fire, tend 
to be in the ear most exposed. 





The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request. 


MASKS FOR MOTHERS DURING NURSING 
To tHE Epitor:—Please discuss the advisability of mother; 
wearing masks while feeding their newborn infants. If such 
masks are advisable, of what type should they be? 
M.D., Canada. 


ANSWER.—It is not advisable for a mother to wear a mask 
while nursing her newborn infant unless she has a cold. In 
“Standards and Recommendations for Hospital Care of New- 
born Infants, Full-Term and Premature” (Evanston, IIl., Ameri- 
can Academy of Pediatrics, 1954) it is stated: “If you have a 
cold, a mask or soft cloth should be tied over your nose and 
mouth while you are preparing the milk mixture and feeding 
the baby.” If the mother has a cold, many hospitals will not 
send the baby to breast during this time but will pump her breasts 
and give this to the baby by bottle. A properly constructed mask 
is one that will cover the mouth and nose. It may be one thick- 
ness of close woven muslin or several thicknesses of gauze 
Disposable paper masks have become very popular. Whatever 
type is used, it must be remembered that a mask gives a false 
sense of security if its limitations are not appreciated. A properly 
constructed mask is effective for a period of not over 20 to 30 
minutes. Wearing it for a longer interval or pushing it up from 
time to time over the nose and mouth is not only useless but 
dangerous. 


SUNBURN 

To THE Epiror:—Will ordinary window glass or popular cor- 
rugated plastics (such as Alsynite) that are used in patios 
permit passage of the ultraviolet ray? Can one become sun- 
burned or tanned by exposure to sunlight coming through 
window glass or plastics? M.D.., California. 


ANSWER.—Generally speaking it can be said that ordinary 
window glass, 1 mm. thick or thicker, will not transmit the 
ultraviolet rays present in sunlight, which are capable of pro- 
ducing an erythema. Corrugated plastic materials that are used 
for patios, roofs, and windows are generally made of a glass fiber 
mat impregnated with a polyester resin. To this is usually added 
a coloring material. Although specific transmission data on 
Alsynite is not available, it is doubtful whether the glass fiber- 
polyester resin-coloring material mixture could be effective in 
transmitting ultraviolet rays capable of producing an erythema. 


INTESTINAL VIRAL INFECTIONS 


To THE Epiror:—Please discuss treatment of recurrent viral 
infections of the intestinal tract. M.D., New York. 


ANSWER.—Viral infections of the intestinal tract of man are 
acute, and there is no good evidence that they are recurrent or 
chronic. In association with acute diseases (usually diarrhea!) 
of the human intestinal tract, two viruses have been discovered 
by Dr. Irving Gordon, one by Dr. Horace Hodes, and one by 
Dr. Albert B. Sabin. There is no specific therapy known as yet 
for infection caused by these viruses. Since no known virus 
causes a chronic disease of the intestinal tract of human beings, 
it is suggested that other causes be sought. 


ALLERGIC DERMATITIS 

To THE Epiror:—A 40-year-old woman is allergic to plastics, 
detergents, Dacron, and Orlon, and contact with these in a") 
form results in a severe pruritic dermatitis, As these allergies 
make it impossible for her to wear a girdle and certain other 
articles, she is most anxious to be desensitized. Is ther a"y 
means by which this can be accomplished? 

M.D., New Y: 


ANSWER.—No. 
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